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DEDICATION

Fo David Belais Friedman, M.D. (1916-1985) whose recog-

nition of the health needs of children; of the receptivity of
parents to help with parenting skills; of the value of day
care of quality as a supplement to home care; and of the
potential for the pediatrician to be helpful in providing useful

consultation served to energize the Early Childhood; Adoption
and Dependent Care Committee in the preparation of this
manual.



FOREWORD

The association of day care and health care is not new.

When charitable agencies established the first day nurseries
in New York and Boston in the midnineteenth century for
“children of worthy working mothers,” they certainly sought

the counsel of physicians: As nursery school becamie a com-
mon experience for children from more affluent families in
the early 1920s, the advice of pediatricians was sought by
families in finding “good” schools. A pamphlet produced in
the ’20s by the Child Welfare League of Amierica, entitled
“Day Care, A Partnership of Three Professions,” displayed
on its cover a triangle with Health, Education, and Welfare
forming the three sides. @~ o

In the early 1940s, under the leadership of Dr. Leona

Baumgartner, a pediatrician who served as Commissioner of
Health for the City of New York, a Division of Day Care,

Day Camps; and Institutions was formed. This Division was
responsible for licensing, counseling, and providing staff-
parent education for daytime programs for children. Its staff
consisted of early childhood educators and child welfare spe-
cialists who worked closely with public health nurses. Day
care and health care became even more closely linked in
New York when Dr. Harold Jacobziner, another pediatrician/
public health physician, established health supervision clinics
in some of the city’s publicly supported day care centers in
low-income areas: - o ,
_The obligation of pediatricians to help in the development
of sound day care programs became clearer after the estab-
lishment of the American Academy of Pediatrics (AAP) and
its journal PEDIATRICS. Articles were published stressing
the responsibility of pediatricians to take part in the day
care field, and a statement to this effect, prepared by the
Committee on Infant and Preschool Child, was printed in the
AAP Newsletter of November 15, 1966. @
Also in the ’60s the Section of Maternal and Child Health
(MCH) of the American Public Health A sociation took action

that deepened the involvement of pediatricians in day care
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programs. An mterchsclphnary committee set up by MCH
with a pediatrician/public health physician as its_chairman
met un&er the sponsorshlp of the Us. Chlldren s Bureau_in

search in Ghﬁd DeveIOpment suggested that the MCH com-

mittee include representatives from the Child Welfare League
and the American Academy of Pediatrics. The members of
Eﬁé Mﬁ who attended the ﬁiiSt two_meetings of the commit-
Poole, and Patricia T.. Schloeeser, continued to wqu actlvely
with the group as the MCH Committee established sub-
committees on the care of infants; handicapped children, and
the schyol-aged child. The MCH_Committee carried out
studiec relating the extent of health involvement in child
day care, and a_pamphlet resulted, entitled “Day Care; with
Focus on Health,” ejilted by La'ura' Dittman and piib’héh’é'd

child care centers during World Waii' II that were open lbﬁg
hours; even overnight; to accommodate parents working on
every shift. Funds were included for nurses and nutritionists
acting as consultants. In 1565; Head Start began as a pre-
school summer child care program for poor children. The
total needs of the child were é'd'dtééééd b’y é’d’dmg m'é'di'cél,

anate resources have also been used to 3om day care and
health care. Major contributions have been made to the un-
derstanding of health in day_ ‘care by thr* Frank Pnrter

in the day care settmg It has carried out a number of sngmf
icant studies that have resulted in new information regardmg
types; frequency, and management of infecticus diseases in
children. __

By the 19708 health proféssmnals, with pediatricians at
the forefront,_ were orgamzmg and artlculatmg the1r adv1ce

8



Karelitz, initiated the development of g S8 Nnt on Stand-
ards for Day Care Centers for infanyg ap i‘é&udrén under
three years of age. It was first published i %1 and it was
revised and expanded in 1978 undey ther,,d, ‘Sction of Dr.
William B. Forsythe. The document w8 9P Nted again by
the committee in 1980 under the Eﬁéiwlinﬁ,,,f of Dr. David
B. Friedman. The present manual, whi/h 7P Sees the 1980
version, has been rewritten by the conyitt?? W jncjude val-
uable advice from educators and socig] WPy ag well as
pediatricians. N - S

_ It is imperative to continue collaborgt/On #Nyg g1] of the
disciplines and individuals responsiblp for O health and
welfare of children and their familieg, W Mer day care
and health care services exist for familigs 809 “Midren, physi-
ciars should continue to make their cqnf?ib%3'% to the pro-
motion of the physical, social, and éiiidtlbiiﬂl Well-heing of
the child.

3

Any, 4895 Dotory, M.D.
La golla, “Nifornia
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iINTRODUCTION

This manual is ﬁ&&féééé&jf’iﬁ’iéﬁij to physicians, espe-

cially community pediatricians, who are increasingly called
upon for advice concerning the health maintenance of chil-
dren in day care facilities. Administrators and staff of these
facilities; as well as parents of children served by them, fre-
quently have questions about health issues that can be
answered authoritatively only by professional health care per-
sonnel. The material presented in the manual will be useful
not only to physicians faced with these questions; but also
to epidemiologists; sanitarians; and public health and commu-
nily nurses. Individuals not trained in health care; but who
are responsible for health-related aspects of child care pro-

grams, may also find this manual helpful; particularly with

the assistance of a health consultant. == = o
_ Since the Ammericani Academy of Pediatrics published
Standards for Day Care Centers in 1971, day care programs

diverse groups for more information than the 1971 publica-
tion provided. Practicing physicians, health departments, par-
writers pose questions about checklists for assessing the gual-
ity of day care, the management of a specific communicable

other questions on health-related topics for the current time.
More specific information related to health topics covered
here may be found in other publications of the American
Academy of Pediatrics, e.g., The Pediatric Nutrition Hand-
book. The adaptation of the general informatiion presented
requires collaboration between health and day care profes-
sionals with an interest in the same day care programs.

service groups have made to the literature on day care pro-
grams and facilities. The Child Welfare League of America
{CWLA) issued a revised version of its Standards for Day
Care Service in 1984, and, also in 1984, the National Associ-
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ation for the Education of Young Children (NAEYC) pub-
lished the Accreditation Criteria and Procedures of the Na-
tional Academy of Early Childhood Programs. These docu-
ments make valuable recommendations to administrators,
edacators; social workers, and health workers regarding staff

qualifications; physical site, curriculum, training of person-

nel; program administration, and the role of parents. Because
the subject matter in these areas is treated with an expertise
often not possessed by the physician asked for advice about
day care, the readers of this manual are urged to use these

other sourcess. S
The chapters that follow in this book present the child care

setting; the interplay of child, family, and professionals
therein; and the health, growth, and developmental factors
that require the physician’s attention. In the Foreword, Dr.
Ann detuff Peters described the long history of collaboration
between pediatricians and child care providers. To bring tlie
reader up-to-date concerning the commitmernt of the AAP,

the Academy’s statement “The Pediatrician’s Role in Promot-
ing the Health of a Patient in Day Care” is reprinted from
the July 1984 issue of PEDIATRICS (see Appendix L1).

The first four chapters supply information about day care
necessary for the physician who is asked to recommend mea-
sures for health promotion in care facilities. Just as doctors
have to assess the child for whom they would prescribe treat-
ment, so they have to know the setting for which they suggest
health maintenance procedures. The first chapter traces the

positive effect of a nurturing environment upon the develop-
ment of the infant and child from the residential infant care
provided at the turn of the century to the well-run modern

day care programs that supplement care at home. Following

that overview, Chapter II sets forth precise suggestions for

program components that advance the health of the child,
Attention is given to the unique characteristics of the child

and the modification of environmental factors such &s nutri-
tion that will enhance growth and development. A strong

plea is made to support parents’ involvement in the day care
choice and program. The child with special needs is covered
in Chapter HI. The text elucidates the role of the pediatrician
in advocating day care adapted to serve this child effectively
and discusses a variety of settings in which children with

different disabilities can be accommodated. The fourth chap-

~ 13



ter in this section addresses the issue of child abuse, a

phenomenon reported with increasing frequency. It analyzes
thoroughly its prevention, recognition, and management.

The remaining chapters treat health care provision and
management specifically. Chapter V describes measiires that
retard the spread of contagious diseases in day care facilities
and makes practical suggestions for the prevention of infec-
tion. The subject is crucial because questions related to infec-

tions are those most frequently asked of the health profes-
sional by the child care providers. The gixth chapter reviews
factors that increase the risk of injury to children in the day

care setting. Rules are provided for the maintenance of a

safe environment and advice is given for handling injuries

that do occur. Besides organizing material for the physician,
these two chapters will be an excellent resource for child
care administrators responsible for training staff members
and developing policies regarding health and safety.
Chapters VII, VIII, and IX have been included in the man-
ual to supply information that will render healtl profession-
als more effective as consultants. It is the Committee’s hope
that physicians and other workers in the health care field
will be encouraged to make themselves more accessible to
child care providers. Now that the number of children cared
for outside the home is growing; it is time for physicians
who have occasionally given advice over the telephone to
involve themselves more intimately in the day care setting.
Their help is needed, for instance; by day care providers
training staff members in health measures. Chapter VII in-
cludes useful comments on the scheduling of such training,

subjects to be taught; and teaching methods that work.
_ The eighth chapter, “The Health Professional as a Health

Consiiltant to Day Care Programs,” is a revision of a chapter
that appeared in the 1971 AAP day care manual. Written in

the form of a guide for the pediatrician who is called upon
or has volunteered to serve as a consultant, this section offers
general instructions for advising and summarizes some of
the material dealt with in greater detail elsewhere. Health
professionals acting ‘as consultants must be familiar with reg-
ulations for day care in their own communities; whether they
emanate from the municipal, state; or federal level. The final
chapter emphasizes this point and describes ways in which

health care providers can help to change policies governing



health-related agencies. Health advisory councils are de-
scribed and health professionals are urged to participate in
their development and activities: L
_The  Appendices provide sample letters; forms, and

checklists that will save readers the labor of creating their

own. The Committee intends this manual to serve as a refer-
ence on the several topics it covers; and so has made each
chapter comprehensive despite the risk of repeating some

information. If the purpose of the Committee is fulfilled,
physicians and other health professionals should be able to
increase their contribution to day care of high quality for

the young children who are of concern to all of us:
Selma R. Deitch, M.D:, Editor

For The Committee on Early Childhood Development; Adop-
tion, and Dependent Care

American Academy of Pediatrics

" el |



DEFINITION OF DAY CARE

Day care means the care; supervision; and guidance of &

child or chlldren, unaccompamed by parent or other legal

hours: Included in the definition are the following examples:
* Regular babysitters in the child’s home.
Famﬂy day care (care of six* or fewer children in the care-

giver’s home):

« Share care (care of a few children of several families in

the home of one of the parents).

» Group homes (six to twelve* children in a residence, with

more than one caregtver to meet ratxo reqmrements)

care for mfants centers that care for preschool chlldren,

of different ages; and centers that care for children with

special needs:
€hild care that meets. the needs of parents who work mghts

or require supervised child care for parts of a day (e.g.

night care or drop-in care).

Terms used in deSIgnatmg speclal forms and components
of day care are defined in Appendix I.2.

For the purposes of this manual; we are not 1ncludmg in
the term day care any of the arrangements that parents are

able to make for the car:e of their chlldren w1thm i:he re-

of working parents are able to make such arrangements
Examples of care excluded from the definition are:

» A parent on maternity or paternity leave from work

* A parent working at home _ _

* Parents staggering the1r work hours o that someone will

+ An older 31b11ng caring for a younger one

*The numbers used in defining tlus category of care wxll vary from state
to state.

16



* A relative or very close friend caring for the child in the
child’s own home - S

* A relative or very close friend caring for the child in the
relative’s home T

* The child caring for himself or herself (latch-key ckild)

vy
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Chagter 1

PROMOTION OF DEVELOPMENT \n THE
OUT-OF-HOME CHILD CAgE °RrTinG

1.1 Introduction

The term day care is used to dearribe 2% A\ are super-
vision provided out of the home by perggs 0" . than the
parents or in the home by a nonfamily y®uP?™ The yce of

such care for children has become increzAng1: Widespread
many cot wowever, the
care of children even part time outside ¢28 #Ngar family
has raised many concerns. The implicatiyg® of ’ hob day care
for children’s health, emotional state; and b8” Slogical de-
velopment continue to be controversial. Wit c0” ted ghout

in many countries, including the United gi2tes

the advisability of day care, the physicig 5 Wptly feels

uncomfortable rendering a professional Sp?'{N. Vet the
Plysician is often regarded by parents g the m‘éi& source
of such an expert opinion. . o
The impact of child-rearing settings oy, @u@;tﬁ fas been
under investigation since the turn of (y& ¢? ‘I;h'y* Early

studies focused on mortality, but more @c&mtli,.“i,g complex

issue of morbidity has been addressed. Tp# ve®" 5 of these
investigations provide - eassuring informgtfP0 2% 4 aligrnas
tive child-rearing settings which are becy2ing ~Sreasingly
necessary in our society. This chapter wjjt ii?"ihiie a brief
review of some of the studies, a descriptjo® of "¢ need for

day care and a discussion of the physiciay’ ¥ W assyring

good day care services for children.
1:2 Studies of Child Rearing

__In 1908 Dr. Harry Dwight Chapin, a ped @7 in Now
York, described a marked decrease in morAliY. O¢ infant.
who were moved from institutions to foster 0% With close
medical and nursing supervision. In some ittt Vg at the
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2 Promotion of Development in the Out-of-Home Child Care Sefting
time infant mortality approached 100%: Placement in s foster

home reduced merttality significantly:’

Despite presentation of these findings in national pediatric

journals and at meetings, many mfants continued to be sent

to orphaneges. The persistent use of orphanages and similar

institutions resulted in pait from the authorities’ efforts to

prevent the entrance into adoptive or foster homes of persons

who, in the early 1900s, were referred to as “mentally defec-

tive” or “feeble mmded ” Typically, infants were tested be-

tween one and two yesrs cf sge to determine mertal ahility.

Since prevailing developmental theory held that ability was

fixed, being determined by heredity and unaffected by envi-

ronment, “retaided” infants weve expected to become “re-

tarded” children and acults, continuously in need of supervi-

sion. In countless cases, retention of these infants in institu-

tions actually caused retarded functioning.

In the 1930s a serendipitous observation by Skeels, a

psychologist in Iowa, provided the basis for a classic experi-

ment demonstrating the marked effect of enviromment on

development. Skeels had tested and certified that a 13- and

a 16-month-old were functioning at an “imbecile level of men-

tal reterdation.” The children were accordingly transferred

from the nursery orphanage to an institution for the feeble-

minded. Six months later, Skeels came across these children

vn the ward of the institution. Much to his surprise, these

children appeared to be functioning normally. He re-tested

them and found changes of 31 and 52 IQ points. These as-

tonishing results led him to undertake a rather unusual ex-

perimeut. As he stated, he arranged the “transfer of mentally

retarded children in the orphanage nursery, one to two years

of age; to an institution for feeble-minded in order to make

them normal.” All the transferred children showed gams on

IQ tests (x = +27.5, range = 7 to 49 points) and in their

general level of performance. Conversely, a contrast group

who remamed at the orphanage showed a progressive de-

crease in perfox:mance on IQ tests (& = —~26.2; range = +2

to —45 points).Z Analysis of the transferred infants’ environ-

ment indicated that the staff and inmates “adopted” these

infants, providing stimulation and nurturance which was ab-

sent at the orphanege. The infants were subsequently placed

in adoptive homes, and follow-up iato adulthood indicated

that they continued to do well:3
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Promotion of Developrrent in the Out-of-Home Child Care Setting 3
~ This landmark study demonstrated that environment, par-

ticularly one with extreme siimulus deprivstion, had a
marked effect on child development. Furthermore; the study

showed that it was no! the institutional setiing per se, but
the degree of stimulaticn and caregiver responsiveness that

as crirical to svccessful development during the first few
years of life. o - o
Like Chapin’s 1908 work, Skeels’ study was lsrgely ignored

for some time. The negative impact of a pocr environment

or children’s physical woll-being identified by Chapin and by
Skeels was rediscovered in the 1940s &nd ’50s. Maternal dep-

rivation was presented as a major causelive factor in non-
organic failure to thiive. Singlinz out tbis snvironmental
coraponent, Spitz identitied the absence of mother Yove as the
cause of the physical and psychoemotional syndrome of retar-
dation that he termed anaciitic depression. The key §61§

played by environment on the growth of infants was firmly
established. . , _o ,

However, the exact nature of the optimal environment
needed further delineation. Theory of the 19405 and '50s pos-

tulated that only mothers in the home could foster normal
development. The World Health Organization’s Expert Com-

mittee led by Bowlby in 1951 stated that day nurseries and
rreches inevitably caused “permanent damage t5 the emo-
tional health of a future generation.™ ,
 Margaret Mead, addressing the Ainerican Psychiatric As-
sociation, expressed a contrary point of view:
This, as Hilde Bruch has cogently pointed out, is a new and subtle form of

antifeminism in which men—u.der the guise of exalting the importance of

maternity—are tying women more tightly to their children. . . .anthropolog-
ical evidence gives 16 stipport at présent to the value of such an accentuation

of the tie between mother and child.®

The controversy about the importance of the mother’s pres-
ence persists, but as Rutter has pointed out; earlier studies

failed to make the key distinction between maternal depriva-
tion and general environmental deprivation; which frequently
coincide. Children reared in various settings with one or a
few consistent caregivers other than the mother, who provide

adequate stimulation, show no untoward effects—psychologi-
cally, socially, or emotionally.5”:
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4 Promiotion of Developrient in e Ot-of-Home Child Care Setting
Later sﬁi;iié's ciéariy support i‘he ‘observations 6? Skeels

ment during the first yea;:s of hf'e Thls pomt is borne out
by ansalyses or children ir Head Start; the extensively studied
preschool day cnre program iaunched in 1965. Initial reports
were d18appomtmg in that the gains made by Head Start
children in cognitive performance; as measured by IQ tests,
had disappeared after school entry. This was touted as evi-
dence for the futility of early education for disadvantaged
children. The theorists who consider genetically determined
inferiority an important factor in the disadvantaged, predom-
inantly black population cite these early studies as proof of
their premise. However; continued investigation has led to
significantly different results and conclusions. =

. Long-term_studies have documented a marked difference
in *he need for vemedial services during the school years on
the part of children who did and did not attend Head Start.
Childrer: involved in Head Start programs of high quality
failed promotion less frequently; needed fewer special educa-
tliiii i:lﬁésés, and éﬁi.(i:ilétéd high éehdbl iii gréétéi' iiiiiiibéi'é

hlgher rate of employme,nt,and held better-paying Jobs, The
cost/benefit ratio of Head Start calculated bﬁli on the basis
of decreased need of special education services demonstrated
that this program was extraordinarily economical.®: 9,10

Even more impressive gains have been found at the Frank
Porter Graham Development Center in Chapel Hill; North
Carolina. An experimental study in which infants from disad-
vantaged homes were placed in full-time day care until school
age has shown that these children functioned in school at a
level fai' éiii:iéi'lbi‘ tb thbéé lii a météhéd g’roup iibt g'liiéﬁ déS'

parents of children in the day care group went on to obtain
further education and better jobs. Thus; the parents improved
their socio-economic status markedly; even thoiigh there had
not been any Bpeéiﬁé parent-training component in the day
care program.!

The stud1es clted here and others hke them have not ended :
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Promotion of Development in the Out-ol-Home Child Care Setting 5

for environment as the major determinant of human develop-

ment. The classic controversy continues, providing a dialectic

that influences issues relevant to child care:’® Whatever the

balance between genet:c endowment and environmental influ-

ences; the fact remains that only the environment can be

manipulated; changing it has resulted in significant improve-

ment of performance. Currently, we have sufficient knowl-

edge to_define elements of the environment that will affect

the quality of care either in the home or in a day care setting:

The requirement of day care for children of working mothers

need not be deplored as a necessity that inevitably com-

promisges normal development. In fact, for children from mar-

ginal home situations; day care may enhance performance
and abilities.14:16:16

1.3 Need for Day Care

In the United States the supply of child care 7lags so far

behind the demand that more than one child in six under

13 years old; including 1 many preschoolers, may lack adult

supemsmn when a parent is away. The need for infant care

is a problem in almost every American community, as is the

scarcity of after-school programs for young children who are

sometimes left waiting up to four hours a day in empty

homes; in school yards; or on neighborhood streets, while

parents work. San Francisco’s Information and Referral Ser-

vices reported that in the final quarter of 1984, over 55% of

requests were for care for infants from birth to two, with

40% of these for infants under seven months. Parents who

cannot _afford the full fee for infant care may find that there

is an 18 to 24-month wait for a place in a subsidized program.

The number of working women with children has increased
dramatically in the years following World War II. Only 29%

of women with children under age 18 were in the labor force

in 1947; in contrast, 60% of these women were employed in

1982; a three-fold increase in about 30 years. As more and
more parents of young children work; child care needs will
become_an even greater problem: -

The following statistics provide further indication of this

need:
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6 Promotion of Development In the Out-of-Home Child Care Setting

Al 7m’"6§f 45%’ 6{' marriéti mbthéré Wiidéé ibimgégt chiid ié

since 1970.
. Among married mothers with children whose youngest
child is two years of age, 53.5% are in the labor force, a

75% increase since 1970.
s Almost 58% of married mothers whose youngest child is
under age three are 1n the labor force . o
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with children under age six are in the labor force.

Over nine million children under age six have mothers in

the labor force.

Over 15 million children under age 13 have mothers in the

labor force.

* Most employed mothers—71% in March 1984—work full-
time. Even when their youngest child is under three, about
66% of employed mothers are full-time workers.”

Every mother who works has to face and solve the problem

of child care: There are pa.rtlcular situations, however; where

the parent or the child is at special risk unless adequate day

care service is available. Without such service; for instance,

adolescent parents cannot return to school to complete their

education: Every year 523,000 babies are born to teenage

girls; if these young women have to drop out of school, they

reduce their chances of getting a job that would ultimately

make them self-supporting. Abused and neglected children

constitute another group for which child care is a pnonty

Parents of handicapped children are also desperately in need

of care facilities. The 500,000 handicapped children under

age 6 and the 3.7 million of school age commonly have special

requirements: In many cases, the best way to reduce family

stress and protect the children from harm is to separate the

children from the parents for all or part of the day.

‘We know that nearly all mothers are working because they

need the uicome and ‘most need assistance to obtmn quality

force virere single, w1dowed divorced; or had husbands who

earned less than $15,000:

Increasing the availability of child care programs is only

half the battle. The other half is financing them: The parents

who need day care service most are frequently those least

able to pay for it. A mother who heads a single-parent house-
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Promotion of Development In the Out-of-Horrie Child Care Sefting 7
hold often subsists near or below the poverty line. In 1982,

the average single mother with children at home earned only

$8,951. In most communities, she would have had to pay
almost one third of her income to purchase center-based child
care. This is three times more than the 10% of the budget
considered reasonable for child care expenses. Despite their
limited resources, single mothers are compelled to seek places

to leave their children while they work. The Child Care In-

formation and Referral Service in Cleveland received 30% of
its calls in 1984 from women in this category; and 70% earned

less than $10,500 annually. These working mothers need help
in meeting their child care costs. =~ ,,
_ The availability of financial assistance for day care could
make a difference in the lives of a significant number of the
nation’s children. Currently, over 12 million children under
18 years of age, or one in five, live in a single-parent family
headed by the mother. By 1990, the ratio is expected to be
one in four, double that of 1970. Already, half of all black
children live with their mothers only. Many of the children
who have two working parents should be included among

those who would benefit: 25% of married women who work

outside the home have husbands who earn less than $10,000.

Since more than half the women who ‘are employed algo make
less than $10,000, the combined income of husband and wife

does not always guarantee ability to pay what day care may
require. o -

The lack of child care programs and the Ppaucity of financial
assistance to pay for them are magjor factors in keeping

women and children in poverty. A recent Census Bureau

survey asked the majority of mothers who are not in the
labor force whether they would work if child care were avail-

able at a reasonable cost. Forty-five percent of the single
mothers in the survey replied affirmatively, as did 36% of
all mothers (single parents and those in two-parent hotse-

holds) with family incomes under $15,000. Obviously, there

are good arguments for supporting child care initiatives 18
1.4 The Physician’s Role

i’iiﬁiéiéﬁé have a strong interest in éé’jiéare:: Their key

role in reducing child mortality in the past and their present
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8 Promotion of Developmant in the Out-of-Home Child Care Setting

involvement in limiting childhood morbidity leads them to
recognize the child care setting as an important factor in the
healthy functioning of children. Because more and more in-

fants; preschoolers; and early school-aged children are spend-
ing a large part of each day in out-of-home care centers,

physicians find themselves calculating the effect of nom-

parental caregivers as well as family members on the matur-

ing child. To assure the well-being of a child, the physician
can encourage families to look for, and even help them to

find a care program with a well-trained, responsive staff, and
clean; safe quarters. ) N
_ Physicians can help day care administrators and staff mem-

bers as well as parents by sharing their knowledge of the
unique characteristics of a child. Planners and caregivers in
yut-of-home facilities, like parents, have to be able to recog-
nize each child’s level of functioning, anticipate emerging
skills, and design approaches that enable the child to achieve
specific goals at various stages of development. By promoting
communication among the people who care for a child in and
out of the home, the physician can help assure that the child’s
special needs will be addressed consistently. To perform this
function effectively, the physician has to be well-informed
about day care and willing to allot the time required to pro-
vide consultative services to families and day care staff.
Because the public has great respect for their judgment
and expertise; physicians can be powerful advocates for day
care of good quality in their communities. Advocacy, however,
draws the dnctor into the intertwined and unresolved issues

associated with day care everywhere. Quality, caregiver

wages, and the affordability of the service are interlinked;

increasing the size of the staff or offering higher salaries to
attract desirable workers and competent administrators
raises operating cost and the quality of care improves, but
it becomes unaffordable for more people. Since reductions in

staff and reductions in the wages of child care providers,

who are notoriously underpaid in the first place, are directly

related to loss of quality in a program, the best solution is
often public or private subsidy. Physicians can voice support
for the legislation of tax credits for day care expenses or the

establishment of scholarships or any mechanism they think
appropriate to solve the financial problem.

Finally; physicians can determine the features of a child
care program that encourages wholesome child development
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and communicate them to parents and the public at large:

Doubtless, every physician will make his or her own assess-

ment of what is necessary for optimal care; but the following

list presents a set of basic priorities. A good care program
should: - e -
* Provide a safe, secure setting for children whose parents

must be away from them for part of the 24-hour day-
Utilize as caregivers persons of good character who are
properly trained and naturally warm and responsive to
children. o S ]

Promote sound health and the development of physical
abilities. @ . B L

Offer a stimulating environment where children will be
able to master cognitive and communicative skills:
Encourage children to develop at their own rate.

Nurture the children’s self-confidence; curiosity; creativity,
and self-discipline. ) B . -

Stimulate children to ask questions, solve problems, make
decisions, engage in activities, and explore and experiment
with their environment. .

Foster the children’s skill in social relationships, their sense
of self-esteem, and an understanding of the common human
dignity that underlies racial and ethnic differences.
Provide guidance for the children and help for parents in
improving their child-raising skills. . o
Promote cooperation among parents; caregivers; public and
private schools, and the community,!® _
Physicians, community nurses; social workers; educators;

and others who touch the lives of children can, if they inform
themselves about day care and work together. bring about a
transformation in the field of child supervision and
development.
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Chapter 2

KEEPING THE CHILD HEALTHY IN THE

DAY CARE SETTING
2.1 Introduction

Protection from environmental hazards, preventlon of ill-

ness, and promotion of well-being are important in the day

care setting just as they are in the home setting. As physi-

cians and other providers of health care recognize, good inten-

tions are not in themselves sufficient to assure the heaith

and happiness of children in either place. The day care pro-

gram, however informal the setting, should make adaptations

that promote the children’s physical, communicative, social

and cognitive development. If the methods used are success-

ful, they will reduce the incidence of destructive, resistive,

purposeless behaviors, high activity levels, and poor dietary

habits (the “new morbidities”) in the population served.®

This chapter describes and recommends practices that help

to assure the health of the children collectively and that

provide a good experience for each child: No attempt is made

to cover every aspect of the day care operation:

2.2 Factors Supportive of the Health of Children in

Child Care Programs
2.2.4 Personnel

The day care staff is immediately responsible for the am-

biance of the care center: a child’s ability to adjust and
flourish in a program is in great part dependent upon his

reaction to and feelings about the people who are in charge.

It is not enough, however, to choose as staff members affec-

tionate individuals whom the children like. A warm and af-

fectionate nature and a love for children are necessary in a

33

~



12 Kééﬁiﬁé the Child ﬁéélihy In the Day Care Setting

to do tlnngs necessary to safeguard children and enhance

their development. Staff members sk:ould have learned; if not

through special training, at least by long experience; to rec-

ognize children’s needs as they change from stage to stage

and mdeed siometnneé from ﬁour to hour. Besides bemg sen-

requires imagination to plan and initiate activities and to

responii on the spur of the moment to situations as they

arise. Patience is another requirement; no matter how tired

they are or how exasperating a child may be; staff people

must be able to continue calm; consistent management of
the child’s behavior and avoid disturbance in the group. They

should have the natural leadership that makes the job of

controlling the group easier.

Ideally, caregivers should be skilled in verbal communica-

tion: Since the future development of the children depends

to no small degree on their command of language, the oppor-

§g§?é§s their thoughts verbally. Articulate careglvers should
talk with young children and give them an opportunity to
use language. Communication should start with the response

to and encouragément of soft infant sounds. Carengers

and cuddle them: Naming objects ‘and singing rhymes are

appreciated by the midinfancy child, and imitation begins.
Vocabulary soon explodes and verbal expressmn begms to

Tt is desirable that a member of the staff be able to communi-
cate in the primary language of the children.

Administrators screening prospective staff members should
ook, of course, for nurturing persons with mature judgment
and the ability to understand and carry out the procedures
that ensure safety and sanitation. Finally; individuals who
are entrusted with the care of children should he demonstra-
bly in good physical and mental health. )

In a group setting caregivers work not only md1v1duauy
but as a team: Under the direction of the program adminis-
trator; stal® members sharpen their own skills and improve
their interaction: It follows that the stability of the staff will
affect the care and confidence of the children: children benefit
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Keeping the Child Healthy in the Day Care Setting 13
from continuity of personnel, not having to adjust to the
loss—or repeated loss—of persons to whom they are attached:
When a member of the staff is going to depart; it is advisable
to prepare the children ahead of time for the tramsition to
another adult. The sudden disappearance of a familiar friend
and caregiver can be upsetting to a child of any age. Chang-
ing the composition of the group with the resultant loss of
a companion can also be upsetting; particularly to the pre-
schooler and early school-aged child. .

__Even a stable staff of competent caregivers cannot make
up for an inadequate adult/child ratio. The staff must be
large enough so that its members can take time to relate to
the children as individuals and in a group. The optimal
number of caregivers will vary with the age and social matur-
ity of children in the program. Day care licensing require-
ments state minimum adult/child ratios: they reflect the fact
that infants and children with special needs require more
adult attention, whereas older children can functicn well in
large groups for parts of the day. The proper -atio is a prac-
tical matter. There must be enough adults present to

* Supervise other members of the group of children when

full attention of one adult is required by a single child
* Feed infants individually @~ = _
* Supervise washing or wash chiidren’s hands before meals
and after use of the follet
* Help small childre 1 with outer clothes L
* Provide for the saiety of children in “ransport vehicles
* Promote child development rather than simply keep order

* Evacuate all children from a facility in an emergency
2.2.B The Physical Setting

settings, but there are some specifications that all facilities
should meet. Some relate to safety directly—and these are
usually outlined in local building and fire department regu-

Good child care can be achieved in a variety of physical

lations—but others affect the well-being of children in more
subtle ways. S S
Space is important. Crowding, besides making contagion

more difficult to control; has a negative effect on children’s
19
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activities and states of mind: There is no consensus on the

exact amount of floor space required per child, and no scien-

tific basis for a partlcula:r figure exists. State regulations

frequently cite as a minimum 35 square feet per child of

clear floor area, exclusivc of hallways and toilet areas. How-

ever, Prescott recommends 50 square feet.? Outdoor space

should be even larger: to allow running and milling about,

state regulations often stipulate 75 square feet per child using

the space at one time:

The indoor site should be well lit. Children should be in

the proper temperature indoors and out. Optimal room tem-

perature is 68° to 72° It should be measured at a level where

children’s activity takes place. This will va:ry according to

the age of the children and the activity in which they are

engaged: Regional climatic conditions should also be consid-

ered: Air conditioning may be necessary in climates where

cooling is of equal Importance to heating. Comfort of children

and staff is the major objective of climate control: 2 When

children go outdoors, it is essential that their clothing be

appropriate for the weather. When weather conditions become

extreme, outdoor play is best curtailed.

The use and ordering of indoor space should be carefully

considered: Besides arranging activity areas conveniently in

relation to one another and to entrances and exits, planners

should allow places that individual children can identify as

their own. Whether a crib, a mat, a cubby, or a quiet corner,

the child’s demgnated area should provide a sense of privacy

and possession. In one or more of these places, the child

should have access to safe toys tc play with. Having a suffi-

cient number of such toys availablc ilows the child freedom

of choice and reduces the need to wait or fight for what he

or she wants:
2.2.C Schedule of Activities

The schedule of activities is determined largely by the
iﬂijiéléél Séélél and éagmtwé ﬁeejb 6f the Ehlldreﬁ éi@iﬁiﬁlré,
flexibility, however, to accommodate the temperament of in-
dividuals. Sometimes the need for such accommodation is
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temporary: a child new to the program may be slow to engage

in ongoing activities and cautious in relating to sther chil-
dren and adults: Altering his schedule initially may have a

bearing upon his successful introduction to day care.
2.2.D Rest

_ For the young infant it is important that the adult provide

favorable conditions for sleep. These include being dry, well-
fed; and comfortable: Also conducive to sleep avc a consistent
caregiver and a routine for comforting, a reasonably quiet
place; and a regularity in time for rest.? It is generally ac-
cepted that most preschool children in all-day care will bene-
fit from scheduled periods of rest. Suiting the rest require-
ments and restir g behavior of numerous children is not easily
done; particularly in a setting with a range of age from
infancy through preschool years. Some three-year-olds have
given up_naps, whereas some five-year-olds still take them.
Some children are used to napping in the late morning rather
than early afternoon when most centers schedule the quiet
period. There are children who rest without sleeping and
others who sleep but who have props associated with getting
to sleep like thumbsucking, head rolling or hugging a special
doll, stuffed animal; or piece of cloth. Older preschoolers who
have learned to pace their activities may not need a nap or
a prolonged period of rest; they may welcome a quiet time

during the afternoon when they can lie down and listen to
someone read aloud. = ) S
The children’s rest periods give the staff time to relax in

a separate place: Skillful scheduling provides sufficient rest
for caregivers but assures that enough adults will be with
the children to maintain order, take care of individual chil-
dren’s needs, and handle emergencies. o ,

_ Scheduling adequate rest for children in the day care set-

ting is important in teaching them to make a smooth trans-

ition from one activity to another. A quiet time between

periods of strenuous play may make all the difference in the
midpreschooler’s ability to keep up. While scheduling for the
child’s performance in the day care program, planners miust

remember that the center’s rest time will affect the child’s
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16 Keeping the Child Healthy In the Day Care Setting

conduct at home. Having a nap late in the day may make
the child want to stay up beyond his usual bedtime at night;
and lack of rest in the afternoon may cause him to be irritable
during the short family time after dinner.

2.2.E Dressing

_ Dressing and undressing are activities tiiat allow even the

arm into a slecve or hﬁmg the buttocks for dlaper changmg
Toddlers and preschoolers can help in pulling on a jersey,

zipping & snow suit; buttomng a shirt and tying shoes. All
these acts require varying degrees of assistance. They should
be accompamed by actions and words that instruct; encour-
age, and praise the child for his accomplishments. This is a
good time for verbal communication.

2.2.F Activities Related to Personal Hygiene

_ Health promotion in any child care setting includes time
for education and routines related to hand washing, use of
the toilet, management of nasal secretions, and brushing of
teeth. Self-care shoiild be introdiced according to the readi-
ness of the child to participate both physically and
cognitively.

2.2.G Activities for the School-Aged Child

Children who would be left to their own devices after

school, commonly referred to as latch-key children; need a

program of supervised activities designed specially for them:.

The school-aged child may need time after a day in the class-

room for unregimented play, and space to run, ciimb, and

jump. Children of ihis age are capable of sustained concentra-

tion and so welcome projects that may continue for an entire

afternoon cr for several days or weeks. They may do these

projects alone or in groups.
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Individual athletic activities or team sports may satisfy

these children’s desire to “work on something”; so may engag-
ing in handcrafts or cooking, or producing a play. There are
children who need or want supervision of homework or who
prefer to write stories or read. In what they require, school-
aged children tax the personal, physical, and financial re-
sources of the day care center: Programs established primaz-
ily for preschocl children may find it possible to satisfy only
a fraction of the needs of the older child. Whether they can
be run in separate facilities or not, programs for older chil-
dren after school or during vacation time require additional
skills and interests on the part of staff members beyond the

personal qualities that all good caregivers share.
2.2.H Attitude Toward Sexuality

_An unambivalent, factual attitude toward sexuality or the
child’s emerging sense of identity, shared by all their adult

caregivers; creates a healthy atmosphere for children:* De-
veloping a common approach to matters involving sexuality
and identity is not always easy because the views of program
administrators; staff members, parents; and community lead-

ers do not always coincide.® Open discussion should be encour-
aged among the adults concerning childhood sexuality; and
health providers and parents should feel comfortable asking
questions of child care personnel regarding their attitude

toward sexual identity and behavior prior to recommending
or choosing a program for a child. Bias; restriction, or embar-

rassment regarding sex on the part of care providers may
contribute to a child’s feeling of anxiety related to sexuality.
Children learn about gender identification and sexual dif-

ferences at the day care center as well as at home. Caregivers
and parents should be reassured that interest in the geni-

ers. Adults should use common names and anatomically cor-
rect terms when referring to the children’s genital organs;
as they should when describing any part of the human body.®

tals—their own and other children’s—is normal for preschool-

_Their developing awareness of gender is evident in the
children’s make-believe play. Caregivers can foster the pre-
schooler’s expression of feeling about the roles of male and

~R9
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female, and child and adult, by providing a housekeeping

corner with clothing and homemaking props to facilitate the

children’s games. Play, which may include the assumption of

roles such as mother, father, doctor, patlent and nurse; is

expected and encouraged with active or passive partlclpatlon

of the adult caregiver—whichever appears to be needed in a

partlcula" situation. Dolls, both male and female,; and other

toys may be mcorporated in the make-believe. Those toys

associated with traditionally male and female activities fre-

quently elicit the expression of entrenched adult bias about

sex roles. Training by a health consultant can be helpfut in

learning techniques for clarifying staff and family attitudes

toward sex roles and establishing a consistency for the pur-

pose of reducing confusiou for the child in care:

Masturbation is a normal expression of sexuality in both

boys and girls from midinfancy onward, although there is a

wide range of individual difference in its form and frequency.

Decisions on management of this behavior ought to satisfy

as far as possible both the parents and the day care staff

members.* Most programs would prefer that masturbation be

a private activity and children old enough to understand can

be taught this. What may be considered excessive masturba-

tion is a frequent concern of some child care providers. Health

consultation to staff to describe the behavior of a particular

child could be helpful. The health consultant may then assist

staff in identifying activities that appear to increase_ the

child’s level of anxiety and withdrawal from a scheduled ac-

tivity. Possible program adaptation to reduce stress, a change

in group activity to increase enjoyment, and a suggestion to

the parent for a health assessment may be advisable.

Physical contact between caregivers and the children is

necessary to convey affection: Kissing; hugging; and cuddling

infants and children is an expression of wholesome love that

should be encouraged. Staff members may need assurance

that such behavior will not be mxsmterpréted as sexual mis-

conduct: In settings where this point is not made clear; the

adults sometimes cease to einbface httle boys when_they

improper physical handimg of chlldren, but caregivers should

be advised to persist m their physical signs of affection for

children of both sexes:*

40



Keeping the Child Healthy in the Day Care Setting 19
2.3 Hzalth Records

2.3.4 The Child’s Record

Day care health records should include information col-

lected at registration as well as any new health and medical

information that is received during the child’s time in the
program. (For sample Child Health Appraisal Forms, see Ap-
pendix I1.1.) The frequency of health examinations is depen-

dent upon the age of the infant or child and should follow

the schedule established by the American Academy of Pediat-

rics unless there is a problem for which more frequent exams

are indicated: A sample of Guidelines for Health Supervision

is provided (Appendix V.2). State licensing requirements vary.
Day care administrators should be familiar with the fre-
quency of exams required in their state. For preschool chil-
dren of migrant workers, day care may be the point of entry
into the health care system. Migrant faniilies should be en-

couraged to learn about health programs directed specifically
to_them. - .
_ The original record should always state why the child is

in day care and the date of entry. It should include the child’s
date of birth; usual source of health care, and health payment
resource. It should record the results of standard screening
procedures _(e.g:; vision, hearing, Hbg./Hect., measurements,
dentition, development) and the follow-up performed, in pro-
cess; or needed. The record should document all immuniza-
tions and inc’ ‘e a schedule for update, if necessary, and a
health history from the parent and the primary health care
provider. The results of a complete physical examination and
an assessment of development should describe the child’s
state of physical health and level of function in the motor,
cognitive, communicative, social, and emotional areas, with
notations about unique characteristics that might require spe-
cial adaptation of the day care program. The child'’s record
should also include the composition of the family: the age
and sex of siblings, the level of education of parents, their

state of health, and their occupations: Any stresses in the
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home that may influence the child’s behavior should be
explaiped.

Children with known developmental disabilities should
have an equally comprehensive record with recommendations
for specific intervention, if needed, by a licensed qualified
professional: Instructions should be written in language eas-
ily understood by the day care staff. Medical records should
be considered to contain confidential data. The information
is for the benefit of the child, family, and program. It is used
for planning for the child, staffing needs, and determining
eligibility. Records are particularly important for drop-in cen-
ters where there may be a need to trace contacts of a conta-
gious disease. Records of children in night-timme care should
contain information regarding night-time sleep routines.

2.3.B Records of Medzcatwn and Diet

Every child carc faclhty should have a written policy re-

garding the administration of medications. A sample Pro-

gram Medication Administration Policy Form is provided in

this manual (Appendix I1.2). If a child requires medication

at the day care center, that fact should be recorded. The

record sheet should show the child’s name, the name of the

medication, the dose, the time when the medication is given,

whether it requires refrigeration, and by whom it is adminis-

tered. A sample Medication Checklist is provided in this man-

ual (Appendix I1.3). The record should include the reason for

the medication, the name of the physician who prescribed it,

and the parent’s written consent to its use. A sample Medi-

cation Consent Form is provided in this manual (Appendix

I1.4). Medications not recommended by the child’s physician

should not be given in day care.

documented specific diet instructions from the parent regard-

ing formula, foods, and feeding schedule. Older children with

special medical dietary needs or special diet supplements

(eg: Isofenalac) should have a descnptwe statemenv m the1r

prescnbmg
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2.3.C Health Records for Stoff, Substitutes, and
Volunteers

There should be a health record for every adult who has

contact with the children in the day care program or who is
engaged in the preparation of food served to them. Besides
a physical evaluation; preemployment examinations should

provide an assessment of the individual’s emotional fitness

to be a caregiver. People whose mental state could pose a

danger to children or whose health problems might be exacer-

bated by the requirements of the job should not be accepted

@8 child care personnel. This rule applies to bus drivers,

cooks; and secretaries; as well as to caregivers. ==
A sample Staff Health Appraisal Form is provided in this

manual tAppendix II.5). Day care administrators using a form

of their own design should be sure that it notes:

Freedom from contagious disease: @~ )

* History of childhood infectious diseases such as rubella and
chicken pox. : o

* Negative tuberculin test or, if positive, evidence of follow-up

with a chest roentgenogram and evaluation for chemother-
apy. ,

* Immunization status: types; initial dates, dates of boosters
or reimmunizations (record of tetanus booster within ten
years). -

* Conditions that might cause frequent absence from the job.

* Conditions that might require emergency care.

* Limitations affecting performance of day care work (e.g,,
allergy to art materials; skin conditions affected by frequent
hand washing; inability to stay outdoors):

* Medications and special diet requirements:

* Use of tobacco, alcohol, and drugs:

* Hearing and visual acuity.

* Evidence of mental and emotional fitness.

* Results of special tests for transporters including color and
depth perception and size of the visual field®

_ Health records of day care employees and volunteers should

be updated by physical examinations every two years or as
often as physicians advise on the basis of an individual’s age

and condition. In addition; a new examination is suggested
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when a person’s health seems to be affectmg Job performance,

when she or he returns to work after an injury, or when

prolonged illness may necessitate at least a temporary mod-

ification of the caregiver’s duties.
2.3.D Use of Health Records

Health care administrators shoiild be aware that there are
laws governing the confidentiality of health records, and use
of records must be consistent with them. For example, The
Family Rights and Privacy Act of 1974, a federal statute -
known mformally as the Buckley Amendment, stipulates the
permission of a parent or guar&xan before allowing access to
the records of a child under the age of 18. (For a sample
consent form, see Appendix I1.6.) Because of the legal require-
ment of confidentiality and to prevent tampering with or
damage to these important papers, health records should be
kept in a safe place with restricted access.

Health records should be reviewed at the time of registra-
tion for the program by the health coordinator, and explana- .
tion of any irregularities should be sought from the program’s
health consultant or the child’s primary health care provider:
A decision as to whether the program can meet the child’s
needs should be made at that time.

Once a child has been admltted to the program, the infor-

vents caregivers from expectmg too much of a large child
who looks older or from not allowing a small-sized one who

looks younger to make decisions of which he is capable. It
often helps to know that a young infant in the program was

born prematurely; as these babies, although healthy, may not
be as mature for their age as infants born at term. Having

an assessment of a child’s level ~¢ development allows the

assignment of tasks that he or she can complete successfully:

for instance, the less mature three-and-a-half-year-old who

may not yet be able to cut on the line unassisted can be

directed to tear the paper rather than be left to struggle with

scissors. _
44
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With a complete health record in. hand careglvers can plan
specifically for the child with chronic disease or special health
needs. Documentation of diet and routine measurement of
blood sugar level may be ordered for the child with diabetes;
the medication schedule for an asthmatic child should be
ascertamed simply by reading his file. In health emergencies;

day care administrator who is communicating with an indi-
vidual’s family and primary health care provider.

2.4 Nutrition
24.A Feeding

Feeding is an essential health promotional day care activ-

ity. For the young infant, a caring familiar adult who is not

rushed is important. A comfortable position for the infant

and the person holding him or her, with opportunity to com-

municate both visually and verbally, contributes to the plea-

sure of the time together. As the child gains more voluntary

control, his or her mpamty to help in feeding should be en-

couraged and praiszd. Progress from holding a bottle, to eat-

ing with fingers, to holding a spoon, to drinking from a cup,

to using utensils, is achievement that should be recognized.

In the transition from mid- to late-infancy, some resistance

to being fed comes with the striving for autonomy. Staff mem-

bers should be reminded of the danger of propping a bottle

for an infant because of the possibility of choking. Caregivers

ghould also be reminded of the complications associated with

the infant’s drinking in a recumbent position and with falling

asleep with a bottle of formula, milk, or juice in the mouth.

The former may increase the incidence of otitis and the latter

may result in the accelerated decay of teeth.

Most midinfancy children seated in adapted chairs will

benefit from being part of a group at snack or meal time.

Imitation is critical to development and contributes to social

behavior at feeding time: The presence of an adult at the

table who also eats the .neal and encourages conversation

about food, eating behaviors, and events of the day, adds to
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the desired pleasant atmosphere. This adult can assist the
children in managing their food. She or he should be aware
of the idiosyncrasies of individual children in food preference;
portion size; and rate of eating; and be on the lockout for
changes in eating habits that are indicators of poor health;
either acute or chronic. Such changes would include irritabil-
ity, refusal to eat; or reduction in usual appetite.

2.4.B Food Storage

_Food purchased or accepted for use at a day care facility
should be wholesome and unspoiled. Perishable foods should
be kept clean and refrigerated. Cleanliness reguires the use
of new disposable or washed, sanitized containers, covered to
keep out airborme particles. Food, including fluids like milk
and juices, must never be returned from people’s plates, cups,
and drinking glasses to storage containers. Fresh milk and
milk products should be pasteurized and refrigerated at a
temperature between 37° and 45°F. To check the maintenance
of proper temperature in a refrigerator without a built-in
thermometer, a thermometer can be placed in a cup of water
in the refrigerator 12 inches from the door.

Drinking water need not be refrigerated. It can be stored
in or near the rooms occupied by the children. It should be
held in closed containers to prevent contamination and served
in clean cups like other fluids. Reusable cups, like reusable
dishes, should be washed and sanitized after each use.

2.4.C Management of Meals

_ Age-appropriate types of foods. must be available. Food
should be presented at meals; snack; and special times; never
as a reward or punishment. Children should be encouraged
but not forced to eat. Ethnic preferences and familiarity affect
a child’s adaptability to. the day care menu. Good manage-
ment of meals can minimize resistance to eating a variety
of foods: portions that are not too large or small, safe chairs
and tables of the right size; and the presence of caregivers
who talk and help, all contribute to the children’s willingness
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to eat the food that is served. If possible; enough food for
“seconds” should be allowed, and meal times should be unhur-
ried. A rotating menu prepared by a distician may offer nu-
tritious foods in sufficient variety to encourage good eating
habits and avoid the boredom of repetition.”

__Babies just besinning to feed themselves require close
supervision. To prevent choking they should be given one
bite at a time of foods of proper size, shape, and consistency.
“Squirreling” of several pieces of food increases the likelihood
of choking. Foods such as peanuts may pass through the
larynx and occlude the lower airway. Chunks of hot dogs and
grapes, for example, may completely occlude the upper air-
way. Presence of molars is a good indication of a heaithy
child’s ability to chew hard foods sich as raw carrots and
many candies that are likely to cause choking.® I toddlers
walk around while eating or drinking from a bottle; choking
will occur more easily. A fall with the bottle in the toddler’s
mouth can cause dental injury. -

~ The management of meals for infants and children with
feeding problems takes special care. Special equipment; like

body support mechanisms and tube-feeders; and special
techniques for positioning may be required to deliver food to

infants and children with specific feeding problems. The pres-
ence of the child with such a problem at the day care facility
requires staff members willing and able to cope with the
situation. The administrator must be able to spare these care-

givers for considerable periods of time and to provide instruc-
tion for them by parents, physicians, community nurses, or
other developmental specialists (e.g., occupational therapists

or physical therapists). =~ o

Infants still entirely dependent on milk or formula may
not be amenable to a strict feeding schedule. Some can be
fed at specific times but others may sleep for five hours or
more and then want more frequent feedings. It is important

to allow for flexibility in the routine because babies vary in

their desire to be fed. Caregivers and parents should keep
each other aware of a child’s change in feeding pattern and

adapt to it. ) ) S

Milk or formula may be provided by the day care center
or the parent, but formula prepared at home and carried to
the center should ' discouraged. If disposable nursers are

not used; the milk ui formula should be poured into clean
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bottles supplied by the parent or bottles sanitized in the
dishwasher at the care facility. Bottles should be labeled with
the child’s x@é The feéaiﬁg process should not be rushed;

safe transport and feedmg is best achieved when concentrated
liquid or powdered formula is provided. It should be suggested

that measm'mg and mixing can then be done at the day care

sxte Just prior to feeding:
If a mother decides to continue breastfeedmg, careglvers

should be supportive and try to adapt to the parent’s s schedule.

The mother ‘may come to the day_care center ¢ once or several
to be stored in the refrigerator until needed. Caregivers must
be sure 7tfhia§7a mothei' supplying her breast iinlk ina bottle

techniques: (For recommendatlons for collectmg and stormg

breast milk, see Appendix H.7.)

2.4.D Diet

‘Meals and snacks shotild be designed to supply children’s
dietary requirements for good health.”® Unless a dietician is
on the ataff, it would be advisable to consult a qualified
nutntlomst or a food serv1ce speclahst in planmng the con-

portlons, see Appendm I1.8.) Types of food appropriate for
each age group should be selected; but whatever the menuy,
each meal for toddlers and preschool children should contain
at least one item from each of the following food Broups:
s Dairy products milk, cheese, cream, yogurt
s Protein: meat, poultry, fish, eggs, cheese, peanut butter;,
peas, dned beans, niits
* Friiits and vegetables all types
s Grains: whole grains and enriched grain products such as

bread, cereals, crackers, pastd, rice

Children with food allerg1es or other conditions requu-mg
a special diet must be served in accordance w1th the regimen

described over the sngnature of the physician on the order
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in the child’s health record. Vitamin supplements also must

be provided as prescribed by written order of the physician:
Consultation with parents and the health care provider is
advisable before introducing new foods into the diet of an
infant for whom no _instructicns are on file. No nutritional
advantage results from the introduction of supplemental
foods prior to four to six months of age. The specific time
depends on the infant’s ability to sit with support and with
good control of head and neck. The child will then be able

to open his or her mouth; lean forward; and turn his or her
head away® o
_ The quantity of food provided should satisfy but not exceed
daily requirements. The distribution of food should be guided
by a time schedule. If a child is in day care for
* 3 to 4 hours (either in midmorning or the afternoon): he/she
should be given a snack timed no closer than two hours
before the next scheduled meal. -
* 5 to 8 hours: he/she should receive one third to one half
of the total daily food requirement given in one or more
gervings. I S
* 9 hours or more: he/she should receive at least two thirds
of the total daily requirement in the form of two meals
and two snacks.?

2.5 Control of Behavior

_ To foster social development, a day care program should

have a clearly defined code of behavior and a disciplinary
policy to support it. Good behavior should be elicited in a
positive and kind way—never by inflexible, punitive mea-
sures that instill fear. Because corporal punishment can in-
flict physical and psychological harm, it must not be condoned
in any child care setting. S

_ Behavioral goals and disciplinary methods established for
the program should be explained to new caregivers and to
parents because not everyone shares the same opinion abott
what is “right.” It is important for staff members to be con-
sistent in_their approach, and the best results are achieved

with family cooperation. =~ R
__ Children have to be given understandable guidelines for

their behavior if they are to develop internal control of their
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actions. The aim is to develop personal standards and self-

discipline, not to enforce a set of institutional rules. Verbal
explanations are important, particularly during the second

and third years when the child’s understanding of language

enables him or her to understand the verbal explanation.

They are time consuming but they enable a child to
generalize from a specific incident and thus to learn for the
future from current experience: Caregivers must not focus
only on infractions; they should be quick to recognize good
behavior and to reward it with praise. I ,
" Day care administrators and caregivers can facilitate good
behavior by creating an environment responsive to the chil-

drer’s needs: A good “fit” between the temperament of the
caregiver and the child always helps. Allowing adequate rest

and timing meals and snacks properly prevents children from
becoming overtired and bungry and thus mcre likely to mis-
Uehave. Placing children in competition for toys or the atten-
tion of too small a number of caregivers also encourages
autisocial actions. The cause of a child’s persistent poor be-
havior should be explored: I staff cannot correct the problem
with changes in the child care environment; consuitation with
an outside professional with parental permission should be
recommended. Maintaining a setting in which good behavior
is attained without visible “punishment” contributes signifi-
cantly to decreasing later psychological and behavioral disor-
ders. Children cared for inadequately at home, a group that

contributes disproportionately to the 40% of school children
with psychﬁbﬁl}f“[i,‘l{al,,ﬁs,",’,'defsi can particularly benefit

tfrom such a day care setting:

It is not the intent of this manual to advocate day care

over in-home parent care when home care is nurturing and
supportive to the needs of the growing child. Day care is
generally thought of as a regularly scheduled acceptable sup-
plement to the care provided to a child by parents who are
employed. Day care may also supplement the care provided
by parents who for a variety of other reasons are not avail-

able to their children for many hours of the day. The parents
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may be teenagers who wish to continue education of Voca-

tional training: A parent may be physically or mentally ill

and require regular child care services. A parent may have
many scheduled appointments with a variety of services on

a regular basis. A parent may not be able to provide nurtur-
ing care because of great personal stress. Or a parent may

not have the capacity to provide prolonged continuing care
without outside help: - o )
Pediatricians should hclp parents in their practice to under-
stand that regardless of the reason for their use of a child
care facility, they should be involved in all decisions affecting
their child while he or she is there. Daily contacts are easier

in some settings chan others. Staff in large centers with long
hours have shirts of personnel so that the person greeting

the child in tne morning may not be on duty in the afternoon.

It is generally easier to have daily contact with the primary

caregiver in a family day care home. Parents of children who
are transported to the child care facility by nonfamily mem-

bers need to make other arrangements for communication.
Periodic conferences can be scheduled. Some child care provid-
ers make home visits. Notes can be exchanged. Formal group
meetings of parents and staff should be encouraged for
discussing individual children and to offer krowledge of such

topics as stages of child development and common childhood
behaviors and their management, both at home and in the
child care setting. Such parent support by day care staff may
be an entry point for some families to other needed social

and health services. The importance of the parent’s relation-
ship with the child should always be respected.

__ Guidelines for judging day care settings have been estab-
lished (see Appendix H.9): The best measure of the siccess
of a particular program is consistent, sequential development
of each child who participates in the daily activities with
enjoyment. Regression in development or reduction in rate
of physical; social, or psychological development should be
assessed immediately and thoroughly by the family, the
center staff, and if persistent; the child’s physician.
Pediatricians should be active not only in educating their
patients’ families about the characteristics of a program of
good quality, but also in advocating an adequate number and
variety of programs within their communities which meet

such criteria. They should help parents to look for the right
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program for their child"* They should also refor pacents o
resource and referral centers that are developing in com-
munities around the country to offer information; ercourage

the development of needed services, and advocate services of
good quality.

2.7. Conclusion

_ No single recommendation made in this chapter is less

important than the others for the maintenance of the health
and well-being of the child in day care. Good day care pro-
grams already embody many of them in some form; physi-
cians and other health care providers can help to improve
care programs in their communities by suggesting ways to
execute them more effectively. Fividence of success lies in the
progress of the children’s physical, social, and psychological

development. Good results are worth working for.
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Chapter 3

DAY CARE FOR THE CHILD WITH

SPECIAL NEEDS

Children who have developmental disabilities or a chronic

illness need day care as much, if not more, than their nondis-

abled peers. Although day care programs for these children

are available in some areas, most of these infants and chil-

dren still do not have access to the day care they would have

if they were normal. Day care and other community services

which facilitate the development of such children and enable

their families to function better should be advocated and

assisted by pediatricians and physicians in family practice:

Developmental Disabilities

' The extent to which disabled children have been served in

the community has grown since the implemeatation in 1978

of Public Law 94-142, the Education for All Handicapped

Children Act. Since early and appropnate intervention has

been made available; the prc;mosis has improved for the even-

tual independence or semi-independence of these children:

Many infants who score poorly on early neurodevelopmental

tests or are designated “at risk” because of perinatal compli-

cations now recover or improve. Some eventually develop to

a level that allows learning and behavior within normal

limits: With the development of programs for early detection

and intervention in many communities over the past two

decades, ‘some children with disorders such as Bown Syn-

develop the adaptive; cognitive; and social skills necessary

to succeed in community employment as adults while living

in semi-independent or independent settings:!
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This kind of improvement does niot occur accidentally. Chil-

dren do not just “outgrow” their handicaps without interven-

tion: They need training aud experience at home, at school,
and in other settings where they can develop required skills
and learn to handle responsibilitiés. Their families require

guidance and support. . o
The prognosis of many children with syndromes known to

be associated with developmental disabilities can no longer
be determined by the physician in a single evaluation. A
more comprehensive interdisciplinary assessment is recom-
mended to plan an effective intervention program. The child

needs periodic reevaluation to determine the extent to which

the program is succeeding. Modifications may be necessary

as a child’s progress ia monitored because much is yet un-
known about the factors that caise or affect certain dis-

abilities. For instance, it has been commionly assumed that
anoxia_during birth is responsible for reduced intellectual
function observed later in development; yet recent studies of
children with and without signs of perinatal anoxia have
shown that differences in measured intellectual levels seem
to relate more to the socio-economic status of the subjects

than the presence or absence of anoxia.2 It is uncertain

whether these results are related to a lack of access to
adequate day care and infant stimiilation programs for in-
fants of families at lower socio-economic levels.

3.3 Integrating Disabled with Nondisabled Children

_ When day care is deemed advisable for a disabled child,
health advisors and family should seek a program that fol-
lows the basic guidelines for day care service, described else-
where in this manual: Whether disabled children are inte-

grated with nondisabled children or cared for separately, spe-
cial programming and equipment may be required. Although
special arrangements may necessitate extra effort or financial
outlay, there is good reason for admitting children with dis-
abilities to programs designed for nondisabled children.®

When it can be achieved, the integration of young disabled
and nondisabled children has advantages for both groups.

This is not a new concept. Several years after the inception
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of Head Start in 1965, programs were mandated to include
a minimum of 10% of the handicapped children in the popu-
lations served. Local programs still vary, however, in the

geverity of the handicapping conditions with which they can
cope; care providers are faced with children whose problems
range from mild speech disorders to a multitude of severe
disabilities. Certain outstanding day care centers and Early
Childhood Education programs for developmentally disabled

children have served as models of integrated facilities. The
Waisman Center in Madison, Wisconsin has such a demon-
stration program. Another was developed by an affiliate of
the Rose F. Kennedy Center in the Bronx, New York. A third
was begun in 1980 as a Saturday program by faculty and
special education students of York University in Toronto,
Canada. The Saturday program grew into a summer program
and eventually becane the Thousand €ranes School; a school

il which handicapped and nonhandicapped children are edu-
cated together, with both individualized and group work for
each child. All children benefit from their experience in an
integrated center. Developmentally disabled children benefit
from having relationships with peers in the mainstream, and
normal children develop sensitivity, respect, and friendship

for individuals who, aside from their physical problems, are

quite like them. In short, integration of disabled and nondis-

abied children works weil; it requires a very skillful child
care staff to assure that the needs of each child in the

heterogeneous group are met:*

Children with Disabilities
3.4.A Referral

 Pediatricians ahould be sensitive to the needs of children
and families in their practices and know when to recommend

day care: The indications for day care for children v7ith dis-

abilities are similar to those for any children—the need for
care, supervision; structure, stimulation, training, and peer

interaction; to supplement that provided by the parents: Both
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parents or the single parent may work, a parent may be ill

and unable to care for the child, or she or he may merely
need to participate in some non-child-care activities which
will permit both parent and child to return home better able
to live; work; and play together: One or both parents of a
disabled child may be depressed and temporarily lack the
emotional and physical energy to care for the child on a 24
hour basis. (Parents of normal children rarely must care in-

tensively for their children as many hours a day as parents

of children who are disabled:) Parents of children with dis-

abilities may need day care more than others and are less
likely to find it:

3.4.B Advocacy

_The pediatrician may not find satisfactory day care for

disabled patients available at the time it is needed: If the
child witk: disabilities does not seem to fit into any particular

group, the pediatrician may have to support the parents in
their efforts to secure it. Sometimes such support inyolves
testifying at a public hearing or before a state legislature
for the necessity of providing funds or facilities. More often,

the physician can work directly with the administrators of
existing programs; suggesting modifications to accommodate
the child. Both parents and day care personnel may want
advice—whether to place a mentally retarded child with chil-

dren of his mental or chronological age, for instance; or how

to manage a child with a seizure or other acute medical
problem. Advocacy may take the form of education; such as
explaining a child’s disabling condition or convincing a care
provider that a child can be served with age mates despite
his being behind in the development of self-help skills.
Advocating the best day care for a disabled child should
involve visiting a facility to judge firsthand whether it can
meet the current developmental needs of a particular child
or vigiting more than one center to determine which setting
would be the best one for him, Familiarizing himself or her-
self with day care programs in the community will enable
the physician to suggest alternative care settings as the needs
of the patient and his family change. Planning has to be

-
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long-range because a child with disabilities may require day
or after-school care longer than nondisabled peers.

3.4.C Program Consultation and Support

" A day care program serving one or more children with
disabilities may require more support by the pediatrician
than other day care settings. The pediatrician may be asked
to participate on a bosrd or advisory committee and so have
an opportunity to advocate on the supervisory level. The ef-
fectiveness of such a board or committee will be increased
as its members gain a better understanding of the day care
program and the concerns of its administrators and staff as
well as the needs of the disabled children and their families.
Physicians can contribute in staff development sessions on
the early detection and management of disabling conditions
in the day care setting; or make periodic health and safety
visits in order to identify potential probleras that have been
overlooked: Physicians should recommend the institution or
modification of policies and procedures to facilitats the health

and safety of all children. When external (or internal) regu-
lations become barriers to service rather than supports, the
pediatrician may be of assistance in obtaining the modifica-
tions or exceptions necessary to insure excellent day care for

children with and without disabilities.

3.5 Pediatric Care and Support of Children with
Disabilities and Their Families

Pediatric care for children with disabilities or chronic
health problems must be comprehensive and continuing. An
assessment may require sequential examinations to establish
a diagnosis and to determine both medical and developmental
ponent and the physician must be an active participant in
it. That is; the pediatrician, in addition to providing guidance
in health promotion and the treatment of illnesses as they
occur; should offer a more comprehensive annual (or, if neces-

sary, even a more frequent) review and conierence with child,
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parents; and child care staff. Topics considered should include
the child’s present status; recent changes and prognosis re-
garding physical and emotional health, disabling condition(s),
growth; development, and concerns of parents and child care
staff regarding behavior in various settings and situations.
Consultations held since the last conference, including those
with other professionals who also care for the child, should

be noted, and all results and recommendations should be
reviewed in affirming or revising the child’s program.
__In a conference; parents should be encouraged te 3st forth

their current plans, hopes, and goals for their child. The
physician should be especially supportive as parents express
themselves because they frequently have difficulty in clarify-

ing what they expect or in discussing and accepting limita-
tions that affect what they want for their child and their
family. When they lack sufficient information to make plans
or to know what they can hope for realistical’y, the pediatri-
cian should recommend ways for them to obtain more objec-
tive data before the next conference; There should also be
thorough coverage of old and new problems with regard to
the extent to which they are likely to impede the child’s
physical, emotional; and cognitive development. An assess-
ment ought to be made, also, of the child’s interactions with
family members, day care staff, teachers, and peers. Through-
out the discussion; care should be taken to help parents and
caregivers avoid erroneously attributing a treatable behavior
problem or illness to the handicapping condition. The physi-
cian should identify these factors and prescribe aggressive
treatment to eliminate or minimize the episodic, recurrent
or persistent medical illness or behavior dysfunction that is
interfering with the child’s growth and development.

1t should also be remembered that infants and very young

children go through a period when they form attachments to
their caregivers and learn to trust others to provide for their
needs. Limitation of the total number of primary caregivers
has been shown to facilitate this process: Young handicapped

children go through the same process which may be prolonged
as a result of underlying psychological and cognitive delays.

Provision of services to such children often involves the par-
ticipation of many people with special skills. As a result,
there is an increase in the number of adults caring for a
given child. Special effort should be made to limit the number
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of staff members who act as careglvers in such situations:

One way to keep the number low is to have specialists work

with a few primary caregivers (perhaps even a single indi-

vidual) who deal directly with the child:

Many schools and _programs for ch11dren mth dmabghhes

among parents, physicians, teachers, consuitants and day

care staff facilitates the rehabilitation of handicapped chil-

dren in the most normal and least restrictive environment

possible. The pediatrician is in a unique position in these

conferences to be an informed advocate for the child with

disabilities in day care; assuring him or her an opportunity

for early development of the skills and relationships that

witl be crucial throughout life:

children in day care, there are special adaptations associated
with specific kinds of handicapping conditions:

In addition to general procedures to be followed for disabled

3.6.A The Child with Sensory Impairment

speclai mstructlon from a ﬁrbfesslonal concemmg the 1mph-

cations of the sensory loss. Whether it is the child’s primary

care physician or an ophthalmologist; optometrist; otologist,

or audiologist; there must be someone who explams what the

child perceives; the problems he will encounter in the day

care setting, and the kind of assistance he should and should
not have: The use or operation of the child’s sensory aids
should be explained: It should be emphasized that the child
has to be protected from harm, but, at the same time; encour-
aged to function as independently as possnble .

Pay care administrators should be given some direction in
finding specialists who can assess sensory function and make
suggestions for adaptations of existing facilities that will be
of help to children with ﬁétihl or auditory impairments. Such
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speclahsts may be available through public service programs

at the state or local level in departments of public health or
special education.

3.6.B The Child with Neuromotor or Skeletal
Abnormalitics

Disabilities of this kind, involving obligatory reflexes, miis-

cle paralysis, weakness, spasticity, missing limbs, or congen-

ital malformations, most commonly produce problems of mo-
bility and posture, requiring special equipment and special

care. The physical character of the day care center must

allow use of the child’s supportive devices and staff members

must be trained to manipulate them. Staff persons will need

to communicate regularly with the providers of rehabilitative

services to the spec1ﬁc child to learn feeding and holding

techniques, exercises, and other special procedures in order

tc maintain and promote health. Adaptations may be neces-

sary in the care center’s  program to gear cognitive, communi-

cative; mid social activities to the child’s capacity.
3.6.C The Child with Chronic Illness

Chronic illness is a broad category that includes, as disor-

ders commonly seen in children, asthma, severe allergies;

diabetes; seizures; heart disease, and sickle cell anemia: With-
out describing at length the needs of children with eact of

these condmons, it is possible to recommend basic rules that

apply in every case. B}

_The physician should alert the parents and the child’s care-
givers to symptoms of the disease; emphasizing those that
require immediate attention when they appear. Those that
the caregiver can manage should be distinguished from those
that necessitate the services of a physician. Instructions for

contactmg the appropriate health professional in _emergen-
cies, or sumply for asking_ questlons about management,
should be left in writing. Also in writing in the child’s file

there should be directions for medications or special diets to
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be followed during the day care period. In counseling care_iv-
ers in or out of the home, the physician should try to ease
anxiety by explaining how to cope with routine problems and
stressing his or her availability.

The child with a chronic illness may requlre restrictions
in his program. For example; a child with an uncorrected
heart problem; not having the endurance of his peers, may
need additional rest; more frequent small meals; or shorter
active play periods. For the child’s psychological health, how-
ever, it is important that he feel as much as possible like a
normal member of his group. For that reason, the physician
and the child’s parents should encourage child care personnel
not to restrict a child in ways other than those that have
been specifically prescribed.
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Chapter 4

DAY CARE AND CHILD ABUSE
4.1 Introduction

Child abuse is known to occir in any setting where children
may be. The only essential conditionis for child abiise are the
presence of the vulnerable child, the presence of the person
prone to abuse, and one of a variety of immediate situational
circumstances. All children are vulnerable to abuse; some
more than others. Many persons are prone to abuse children
because they were themselves abused as children. The most
important environmental circumstance which favors abuise is
tsolation.

The scope of the problem has always been difficult to as-
sess. Much depends upon definitions plus a willinigniess to
perceive the problem, and many rather civilized countries
deny its existence.! There have been some dramatic recent
changes in the level of concern, due in part to inicreases in
the reportmg of sexual abuse.? Physical abuse may be show-
ing a real increase in incidence in the 1980s. In 1979 R.S.
and C.H. Kempe could write that the number of hospitalized
children who died of child abuse in Denver had dropped from
about 20 to just one case in a year.® Similarly, in San Diego
no deaths at all were attributed to abuse at the Children’s
Hospital in 1979. In 1985, however, the number of deaths
returned to the higher levels experienced 20 years earlier.

Chlld abuse and neglect in all 1ts forms 1s stﬂl a less
especially automobile accidents, but there is nothmg that
does more lasting harm to more infants and children. Much
of the harm takes the form of very long-term impairment of
functioning related to emotional and cognitive developmental
disturbances, rather than obvious physical dlsablhty“
 Because the harm caused by child abuse is serious and
undeniable, it is necessary to design preventive measures
even though the occurrence of child abuse has not yet been
conclusively delineated and quantified. It is known that abuse
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may take place in children’s own homes; in institutions; in
foster homes, in schools, in the offices of physlclans,
psychologists, ard dentists who care for children; and in all
sorts of child care settings. An unclear picture of the inci-
dence of child abuse has emerged because of erratic reporting;
inadequate. verification; and; in some cases; sensational pub-
licity. Even without accurate data; however; there are still
steps that can be taken through day care programs to reduce
child abuse: day care personnel can eliminate the possibility
of abuse on their own premises; recognize and rescue children
who are suffering it elsewhere; and provide a haven for chil-
dren who are likely to be abused at home.

4.2 The Occurrence of Abuse in Day Care

_ Understanding of how abuse occurs in day care settings is
far from complete and is largely based upon accounts of in-
dividual cases and testimony usually distorted by the needs
of the adult participants to_protect themselves. The ¢ ages of
the child victims often preclude obtaining exact and precise
descriptions of events. The problem of defensive distortion
can sometimes be solved by substituting treatment for
punishment for certain sorts of offenders, but this solution
applies more readily to intrafamilial abusers than to abusers
of children in day care. The problem of obtaining good his-
tories from very young; preverbal children has been partlally
overcome by the increasing use of play techniques in inter-
viewing them and by increasing knowledge and skill applied
to the physical exainination.

Child abuse does not lend itself to. structured obJectlve
studies. When it is discovered, it must be terminated; it can-
not be observed or analyzed as it occurs “naturally.” There-
fore, knowledge of abuse is built up through multiple case
histories. Enough of these have accumulated from the day
care settmg to allow some cautious generalization. The differ-

ciently great (desplte some overlap) to require separate
characterization of the two types.
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4.2.A Physical Abuse

Physical abuse occurs in day care under conditions quite
similar to those under which it occurs in natural homes. A
pereon predisposed to abuse children; often because of an

abusive experience in childhood, commits the abusive acts

during a time of stress, usually while other adults are not

at hand. The abuse presents itself as signs of injury with a
discrepant history. S ]
Poorly staffed day care centers and family day care homes,

where isolated caregivers are burdened with more children

than they can manage; 1re more likely to have abuse occur
than at adequately staffed facilities where stressful situations
can be coped wiin more readily and other adults are present
to observe the inappropriate behavior. ]

_Physical abuse of children under an adult’s care is nct
always unintentional or the result of sudden anger. Deliber-
ate physical abuse has been reported more frequently in the
last few years (although it has doubtless been going on for
a long time). Some individuals have a strong belief in the
necessity of corporal punishment as a component of child
management. They see its limitation in a group setting as
a restriction of that right: A group of such persons may
organize a child rare system and employ harsh physical
punishment. If the group is religiously affiliated, this may
not be prohibited in states where church-sponsored child care

programs have a religious exemption from state standards.5

4.2.B Sexual Abuse

Unlike physical abuse, which usually occars in an explo-
sive, unplanned fashion, sexual abuse very frequently is care-
fully planned for days, weeks; or months befire the actual
acts. Persons of either sex who are sexually attracted to caiil-

dren often seek employment or volurteer ix oczupations thac

ployed, they work to gain the confidence 7 chiléd:osx, parents,

and other staff members and very trequestly ga'n: 2iat con-

8 =
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bring them into close contact with chiidren: Tiuce so em-
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fidence. Only then do they begin, privately and secretly,
commit sexual acts with the children entrusted to them.

Individual employees or volunteers at day care centers may
sexually abuse children, but because opportunities for privacy
at most centers are difficult to secure, help or collusion from
aniother emiployee miay be mnecessary.

4.3 Recognition of Abuse Occurring In Day Care
4.3.A Physical Abase

Physical abiise occuitring in day care preseits itself in the
gsame way as it does in othier settings (See Appendix IV.1).
Usually, soiiié person other than the abiisér recogiiizes §igiis
of igjiiries that are either clearly nonaccidertal or are un-
likely to have occiirred in the martier or at 4 time stated
by the caregiver. When the injuries are not serious, the par-
ent may see théiii ﬁrsu, aﬁ:er undressmg a ch11d for a bath

the i maunes are serious, the prov;de,r,u,sually, calls for med1cal
assistance biit gives an inaccuirate history of the events caiis-
ing the injury. In either case, the problem that resilts is
ofteni & complex medicolegal oiie that requires careful and
skilled investigation by law enforcement and/or protective
ééi'ViCéE') péré'o'n'é ﬁséiétéd by ﬁiédit:iil évidéﬁtiary examinatibn
cases remam unresolved 7beca,use of medical mablhty to fix
a time of injury with siifficient precision to distingiish objec-
tively betweeil ai injury prodiiced at homie and in & day care
setting.

A rather rare but harrowing occurrence is that of more
than one instance of sudden unexpected infant death occur-
ring in the saiie day care setting in a relatively short space
of time, perhaps less than ¢uc year. Since there is no medical
method to distinguish between sudden infant death syndrome
(SIDS) and deliberate suffocation, the investigators are left
with epidemiological inferences and statistical probabilities.
Uﬁdéi‘ thééé cbﬁdititsné, it i§ diﬁiciilt tb maké ﬁrm recommen-

prov1der who has an occurrence of SIDS in his or her care
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should be under close surveillanice by thé licensing agency.
If adetlonal cases occur, a calculatlon of the hkehhood that

dgclslon abqut contmumg licensure since surveillance for
other possibly abusive events is unlikely to be helpful.

4.3.B Sexual Abuse

Sexual abuse occurring in day care may go unrecognized

for long periods of time because of the skill of the perpetra-

tors in avoiding discovery and in making the victims keep

the secret. When the victims are under four years of age,

they may give an indication of the existence of thq abuse by

showirz age-inappropriate sexual behavior, regressive or dis-

turbed behavior; or problems associaiec. with the genital area

or th= anus; including venereal diseases (gonorrhea, herpes,

venereal warts; or vaginal discharge caused by several differ-

ent organisms), abnormalities of the labial skin, bleeding

from the vaginal or anai area, or fecal soiling in children

previously free of fecal accidents: When the victims are able

to tell their story in words; , they may do so at all sorts of

unexpected times; but they may only do so once if they are

not taken senously Almost invariably, they are under some

form o coercion by the perpetrator to keer the secret. Older

children who are being abused but who . afraid to tell

may demonstrate a variety of altered behaviors related to

almost intolerable stress.® Any child whose previously

healthy behavior patterns change without explanation should

be considered to be a possible victim of sexual abuse and a

sensitive inquiry should be made into the possibility. Chil-

dren who begin to express serious distress about ‘being left

in day care should have their concerns considered thought-

fully. If such behavior develops anew in a child who has

p:eviously tolerated separation well; it should be taken very

seriously. -
When a child is brought to attention because of one of the

behavioral changes that may indicate sexual abuse or with

genital or anal signs; the physician or counselor usually has

no immediate way of knowing whether to be concerned about
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the home; the day care source; or still another setting. For
this reason it is very unwise (although often irresistible) to
attempt to resolve the problem without assistance from a
protective or law enforcement agency. This prmcxple becomes
even more important when a child begins; in the day care
setting, to demonstrate behaviors indicative of abuse. If the
care facility employs a number of workers; the one making
the observation may have no wa; of telling whether or not
another employee is molesting the child or if the abuse is
occurrmg at home. Looking into a situation of this kind re-
quires great skill and a level of objectivity that usually can-

not be provided within the organization where the problem

4.4 Prevention of Child Abuse in Day Care

 When an instance of abuse in day care is reported, there
is a_ tendency to advocate an increase in the inspection
capabilities of the licensing agencies. This is desirable, but
not require family ,day care pl:ov;ders to be licensed and do
not regulate '?1}?‘?5 many way.® While professional organiza-

tant preventnre methods that can be,apphed to abuse in day
care are still those of selection of the care fét:illtji and
monitoring by parents and observation of caregivers’ perform-
ance by their peers.

4.4.A Advice to Parents

 There are many brochures and booklets that tell parents
how to select a source of child care. (A very complete one
has been pubhshed by the US Depart. ent of Health a.nd
them ,emphamze a careful evaluatlon of the provxder prior to
acceptance, using inspection, interview, references, and rec-
ommendations. Many fail to mention what may be the most

important safeguard that the pareiit has: tlie unscheduled
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visit. Parents should have an advance agreement with the

provider that they may visit at any time, and they should

d-» g0 as long as the child is in care. The visits need not be

frequent and they certainly can be brief. The parent has an

obligation not to be disruptive, but he or she should see the

child and assess the setting and what is going on in it each

time. Another useful technique is to get acquainted with

other parents who use the same provider and occasionally
share experiences in semisocial meetings or over the phone.

By these methods, as well as the standard ones described
in brochures; parents can be satisfied that they have done
about all they can do to prevent the abuse of their children
in day care. Some abuse will still occur, and parents, provid-
ers, and helping professionals all share a responsibility to

" continue to work for the total elimination of i‘.

4.4.B Advice to Providers

;Providers need to gain some understanding of the thought
processes and beliefs of those caregivers who are likely to
abuse children. In the case of physical abuse; it is likely that
the person who commits it; in most cases; does not know in
advarce that he or she is going to do so. What abusers may
know is that they were themselves abused in childhood: They
may also know that some asrects of looking after infants or
children of certain ages cause them to feel inadequate or to
expenence other sorts of distress. For such people the profes-

sion of child care is an unwise choice. For a person already
“trapped” in such a choicé, a first precaui on is to try mever
to be alone with childr-- when feeling La:d; the next thing
is to try to find other work. Resolvmg the problems caused
uy having been abused as a child is difficult and time consum-
ing and best done when away from the pressures of child
care. Whereas these recommendatisns may seem harsh; they
are much iess so than il consequences of being proven to
have physically abuser =a iufant. _o . :

Centor opsrators mui: Ue conscious of the existence of
pedophilia and the tecl.nigues employed »y pedophiles to gain
private access to childvir, as well as of the b'éhéiri’csi*é of
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reliable tiiétliéd for screening potential éﬁiﬁléyééé for this
ployment interview in many states; an,d this p,ract1ce mlght
have some value. Criminal record checks and fingerprinting
for providers are being reqmred in some states;? but whether
or not these rather expensive measures are effective is still
unknown. ,

Policies _and practlces which eliminate pnvate access of
adults to children in care are very wise. All employees should
know that they may be visited at any time by the director
or bji a parent. Center staff should all be instructed about

_Family day care prov1ders who employ assistants or who
allow access to children by their relatives or friends must
use the same care in selecting such persons as operators of
larger facilities do in hiring.

_Conscientious; nonabusive. prov1ders should not be fearful
of being accused of sexual abuse because of physical contact
mth children that is normal and necessary 1n _providing care.
hugging; and personal, contact with infants and young ch1l-
dren who need it. It is quite simple to tell the difference
between_the affectionate hbldiﬁg of i;hil'di'é'ri é.iid sexual

a,lw“:n ,mvolves,at least touchmg of the chlld’s,gemtals or
the anal area while the perpetrator seeks sexual arousal or
gratification. (Sexual involvement with adolescent children
may be quite different, but this is unlikely to arise in the
day care setting.) Becausc most providers of day care are
conscientious and truly concerned with children’s welfare, it
is likely that day care settings will come to be recognized as
iiliiéés ih which knowledge about sexual abuse is applied to

4.5 Reporting

The reporting requirement for persons who are profession-
ally involved with children, ini most states, is based upon the
suspicion of abuse. In most states personis who work with
children are required to report abiise and are referred to as
“mandated reporters.” Mandated reporters are not required
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to prove their allegations; however, there are many reasons
why reports should be carefully made. Considerable harm
may come to the person who is the subject of the report if
the report is incorrect; the victims also may be harmed by
the investigative process; and the agencies responsible for
investigating reports are often overwhelmed by the volume
of work presented to them; with the result that cases may
not be carefully explored. o ,

Many states now have reporting laws that require that the
information be given only to law enforcement or child protec-
tive agencies. In such states; reporters of abuse occurring in
day care may be legally prevented from notifying the families
using the facility in which the abuse occurred.

Providers of care to families are typically reluctant to re-
rort child abuse in the families they serve. Day care providers
ave no exceptior to this general rule. In San Diego Csunty
(pop. 2,000,000) in 1983, of 26,000 reports of child abuse and
neglect, 86, or less than 1% were made by day =are provide -3
of all kinds. Given the fact that 15% to 20% of ¢t::'dren arc
receiving some form of day care; there are probat: : cases of
abuse being overlooked in the day care setting jist sa there
are in schools and doctors’ offices. Day care pro ::*irs could
be more helpful in detecting abuse if they were trained to
recognize and report ixstances that occiir.

_ Persons reporting for the first time are wise to seek advice

from others wiih more experience. Familiarity with state laws

and local arraugem~nts for the reporting of child abuse is
obligatory for all persons who werk with children:

4.6 Investigation

. A detailed description of how investigations of abuse snould

be carried out is beyond the scope of this chapter; however,
a few observations are in order. Investigations of cases of
possible physical abuse have been made in large numbers
for many years and many communities have systems of in-
teracting medical and protective agencies that function fairly
well: The system for investigating sexual abuse is much more
primitive, and there are still wide variations between the

systems in different places. Methods are still evolving; how-
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ever; it appears that techmques of interviewing and e-amin-

ing posmble wcflms are rapldly becommg more effective and

setting); and many others will develop them soon.
4.6.A Physical Abuse

f?ijygﬁééi abuse ié récbgﬁizﬁiaié when théré are éigﬁs 6&‘

from abuse and neported regardless of what history is given.
Examples of the latter class are handmark bruises, fractures
in healthy infants less than one year of age;, hot water burns
of the buttocks or burns of hands or feet in stockinug or glove
distribution; and linear ’rﬁéirké on thé ékiﬁ i-ééémb'li'rig ’c’or’d
the attribution of ,fractures, to falls from beds (possible but
rare) and the attribution of cigarette burns to insect bites.

Day care providers should identify physicians (who will
usually be pediatricians) who are willing to provide them
with telephone consultation about possible nonaccidental in-
jury. This cbﬁéiiltétibﬁ should be used whenever a possible
nonaccidental inju:y is discovered.

4.6.B Sexual Abuse

~ Most of the signs that young children may show when
beitig sexually abused were listed in a preceding section
(4.3.B). That many of these signs can also be produced by
other causes .esents a problem. A medical examination or
a skillfully performed interview may be necessary in order
to clarify the activities and participants.

One approach to this problem, which will help in mnany
cases, is to ask the parent to seek professional help and to

allow communication between the day care provider and the
individual whom the parent consults. (It’s a good idea to have
a congent form for such communication signed by the parent
or guardian, and to inform her or hiin when the form will

.
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be used.) Then, for example, a young child with a vaginal

chscharge may be referred to a physmlan who can determine

if it is due to a yeast infection, which is not usually due to

sexual abuse; or to gonorrhea, which is always associated

with sexual abuse®
_Children who show behavioral symptoms of being sexually

abused should be referred to professionals who are known to

be skilled in the interpretation of such symptoms and in the

techniques of play interview. Qualified individuals may be

found among psychiatrists, psychologists, family counselors,

social workers; and pediatricians. Some children will require

both a medical and a behavioral examination; Finding profes-

sionals who ¢ are skil:d in evaluating children for the possi-

bility of sexua! ahrse may present some d.lﬁ'icultles, but in-

terest in this cuk +. . is widespread and the number of experi-

enced person: is ;:xcréaung rapidly. All professionals who

work with _oul:~en should acquire basic knowledge about

child sexual abuse, and those who wish to perform special

diagnostic work mast prepare themselves appropriately. State

Offices of Child Abuse Prevention and local child abuse coun-

cils are good sources of informatioi: about both training and
consultation:

48.C Neglect

Because there are as many forms of neglect as there are

of children’s needs, and because mild neglect is difficult to

separate from ac.eptable child-rearing practice, most states

require that neglect, to be reported, sliould be producing some

tangible harm: Some state livws include very specific diagnos-

tic language, such as the teim nonorganic failure to thrive,

whereas others use general provisions. Day care providers

should be prepared to recognize the possibility of meglect

when certain signs are present, and, as with sexual abuse,

many children will need a reterral to a pediatrician.

Some instances of neglect may be perfectly obvious by the

infant’s or the child’s appearance, the clothing provided, the

state of hygiene, or the child’s behavior. Others may be more

sukbtle: Undernutrition is one common form of neglect that

particvlarly affects infants less than two years of age. (Older

”~ e -
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patterns of linear growth and welght gain and to have some
knowledge about normal intakes of food and formula.
Severe neglect of infants and children is likely to manifest
itself as a devslopmental problem: either a general delay or
specific areas of developmental lag. For example, delays in
motor development occur in infants who are left in jcrib”s Wit'h
hm.lted opportumty for movement delays in speech occm' in

other causes of these delays, but there is no question that
the infant who is slow in any aspect of development must
be thoroughly evaluated as soon as the fact is recognized.
The pediatrician should generally be the professional person
to start such an evaluation. The day care environment both
treats and masks this type of problem, so it is likely to be
more apparent when an infant is first brought for care:

4.6.D Alcokol and Substance Abuse

Alcohol or other chemicai abuse by the parent is a very

frequent {actor in neglect or abuse of the infant. Dependency

on drugs citen allows many pericds of relatively normal be-

havior by the parent which sometimes makes the problem

difficult to reccgnize: A parent whe is visibly intoxicated

when he or she brings or picks up the child is, in most cases;

addicted, but this event is relatively uncommon: It is much

more common for a provider to notice that a parent smells

of alcohol but is functioning pretty well. This circumstance

should cause concern and should alert the provider to other

manifestations of addiction: The question of alcoholism may

rlgo be raised when on frequent occasions the child is not

bmught for care and the parent doesn’t go to work: Families

tion adequately in many social settings may well have an

alcohol or drug problem in one or both parents.

Services for chemically dependent persons are numerous

and accessible mmost communities: The methods of interven-
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tion will vary in each case. If the problem has resulted in

overt neglect or abuse of the child; the reporting laws apply
as in any other case. Many persons with chemical dependency
problems can be successfully treated, but initiating treatmen:
is often very difficult. The pediatrician or the day care pro-
vider who suspects the problem and confronts the parent

about it takes a high risk of being discharged: Confrontation
is better done by another family member assis ed by a person
familiar with the treatment of chemical dependency. Care

providers for the child should seek assistance from such
sources.

4.7 Day Care as a Method for Prevention of Child

_ How much abuse has already been prevented by the use
of day care can never be known, but the amount must be
very large. Day care allows families to increase their incomes
and to maintain higher standards of living than would other-

wise be possible. Day care decreases isolation; and, for those

parents who never experieniced good care themselves, the pro-
viders of day care may be important models after whom they
may pattern their own parental behaviors. Day care provides
for reduction of the stress that can develop as a result of

long periods of uninterrupted contact with infants or young
children: :

4.7.A Use of Day Cure for Families ot Risk for Abuse

_ Many families are perceived by professional persons as
being very likely to abuse or neglect their children (see Ap-
pendix 1V.2). Someumes this is because they have already
abused or neglected a child and have been referred to a pro-
tective agency. Sometimes it is because they manifest certain
behaviors that often foreshadow or lead to child abuse or
neglect. Such predisposing behaviors are often observed in
the perinatal period and include such things as failure to
seek prenatal care, use of alcohol or drugs, and making no

preparation for the baby. Generational abuse, mental illness,
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family violence, and abuse of a prior child are also warning

signals. After birth the same factors may be observed as well
as impaired maternal-infant interactions, inappropriate dis-
cipline, unreasonable expectations of the infant, isolation,
and pear-abusive or mildly abusive actions. Premature birth
is often associated with many of these behaviors, especially
lack of prenatal care and failure to prepare for the baby, and
premature infants as a group are much more likely to be
abused or neglected than term babies.
 Day ccxre enriched, when ypossible, by special modeling or
instruction is often sought by protective service workers for
“high-risk” parents, and programs can be set up which em-
phasize this role.® For some parents such programs may pro-
vide the only exposure to healthy child-rearing practices that
they have ever experienced: When day care providers are
given special instruction zbont child abuse, they are more
likely to become involved in prevention.'®

Unfortunately, only a iew day care providers are set up
and funded as child abuse prevention services, and very. few
can afford to take the time that is required to bring about
major change in the parenting practices of high-risk families.
Services of this sort should be widely available but, in fact,
they tend to be provided only in demonstration projects which
cannot be replicated because of a lack of funding. Child care
projects aimed at teenage mothers may be more common,
and they serve the very useful purpose of allowing the young
mother to complete her education while becoming attached
to and caring for her infant with good models.'' These pro-
grams may also prevent some abuse and neglect; however,
it is not certain that the mothers that they reach are those

most likely to abuse their children:

4.7.B Prevention of Sexual Abuse by the Education of

' Educatiorai programs which aim to “immunize” young chil-

dren against being sexuaily abused have been developed in
many places, and more appear every day.?*! Most such pro-
grams have quickly gained acceptance because of the public

and professional concern about sexual abuse.
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A typical program of this sort teaches children that they

are allowed and empowered to say “NO!” or “STOP” when

someone (anyone) touches them in a way which seems wrong
or bad; and it teaches children about what is good and what
is bad “touching.” Instruction about how to escape and how
to tell another trusted person about it is also given.
‘When programs of this sort are presented in schools, one
effect is that some children will immediately tell the teacher
that they are being sexually abused in their homes or in
other place:. Thus;, a program aimed at preventing abuse
initially results in dramatically increased reporting, which,
in fact; actually does prevent the abuse from continuing,
_ Whether programs of this sort prevent sexual abuse is un-
known and will remain so until some carefully designed and
fairly long-term studies are performed. Even if they do, they
are not ideal because they place the entire responsibility for
the prevention of sexual abuse upon the child:** For the pres-
ent; preschool educators should cautiously and carefully intro-
duce such programs after consultation with skilled persons

who work with sexually abused children:
4.7.C Educational Programs for Providers

The knowledge that educational programs about child
abuse enhance the ability of providers to engage in preven-
tion should encourage the development of this sort of instruc-
tion, both for persons in schools where child care and child
development are taught and by organizations providing con-
tinuing education for active providers.

4.8 Implications
4.8.A Licensing
_While day care licensing can probably never be a totelly

effective means for the prevention of abuse; it serves two
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occurs. Flrs st, if ﬁiakéé ﬁosﬁib’ié éaéiér iﬁi:érrﬁpi;ibn ’o’i‘ ab'iisivé

(whether or not it results in suspensmn) creates a record
which may be valuable when the same_person repeats the
behavior on a later occasion. These two functions are iiipor-
tant be«:éiiéé child éb’iié’é is usually a private event for which
sibility even more so. For casual paxjt-t;me child care provid-
ers, licensing could be a quick and simple process, but it
would still make identification and checking of records
possible.

4.8.B Education of the Public

Considerable effort should go into the preparation and dis-
semination of knowledge about day care and its relationships
to child abuse. The many positive aspects should be men-
tioned along with the things that families can do to make
their children safer. Pediatricians can assist in this process
by having materials availeble in their offices and by covering
the subject in the guidance they offer to parents.
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Chapter 5

PREVENTION, CONTROL, AND

MANAGEMENT OF INFECTIONS

IN DAY CARE

5.1 Introduction

Infections occumng in infants and children, adolescents,

and young adults in various group settings have long been

of coricern to parents physlcmns, and others in charge of

their care. Staphylococcal and Group B Beta Streptococcal

infections in newborn nurseries, Hepatitis A in group homes

for the retarded, chicken pox and lice in public schools,

poliomyelitis in summer camps, and meningococcal infections

on military bases are among the most obvious examples:

With the increasing numbers of infants and children in

day care, it is not surprising that considerable concern has

arisen about infections in day care centers. Although con-

troversy remains about the scope of this problem and the

extent to which children in day care may be at increased

risk for acqumng and spreading infections compared to chil-

dren not in day care, there are certain basic principles con-

cerning the control of the spread of infectious disease that

must be strongly recommended. Of these, careful hand wash-

ing by personnel is the sin:plest and most important.
5.2 Personnel
5.2.A General Precautions

All personnel working in day care centers should hiave a
medical evaluation and a tuberculin test prior to begmnmg
work in the center and every two years thereafter. The exami-
nation is both for their own protection and to reduce the risk
of their serving as a source of infection to the children (see
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Appendix H.5). All personnel, including clerical, transporta-

tlon, and food service workers; should be immunized accord-

ing to the schedule recommended by the Centers for Disease

Control (CDC) for caregivers in child care centers (Appendix

V:1).
In large day care centers, workers should have a specific

assignment within the center: If possible, food handlers

should not also be caretakers, especmlly for infants and

diaper-clad toddlers. Where personnel is limited by the size

of the center, those handling infants and diaper-clad toddlers

should not prepare food for others outside that group and

should be especially meticulous about hand washing:. Workers

should care for the same children daily insofar as possible:

This not only decreases the risk of spreading infections be-

tween groups of children, but provides the consistency of care

desirable for the best development of the children:

Employees should maintain a high degree of personal

cleanliness and should conform to good hygienic practices

during all working periods: Staff members should thoroughly

wash their hands and exposed portions of their arms with

soap and warm water before starting to work, during work

as often as necessary to keep them clean, after changing

children’s diapers or wipmg their noses; and after smoking,

eating; drinking; or using the toilet: Fingernails should be

kept clean and should be trimmed. Outer clothing of all staff

should be clean; and during the preparation and serving of

food; effective hair restraints should be used to prevent con-

tamination of food and food contact surfaces: Unsanitary prac-

tices such ¢:: “fatchmg the head; placing fingers in or abput

the nose ¢ r-)ﬂ ‘ ; or indiscriminate and uncovered sneezing

or coughix.. - -:nout hand washing before returning to food
preparation snouid be prohibited:

5.2.B Hand Wasking

_ The most important measure in preventing the spread of

infections in day care is hand washing. Personnel changing

infants’ and children’s diapers and handling respiratory secre-

tions (e.g.; wiping a child’s nose with a tissue) must conscien-
tiously wash their hands and the children’s hands after each
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such contact and after usmg the toilet themselves; using soap

(liquid preferred) and running water: Hands should ’ e rubbed

vigorously as they are washed. The area washed should ex-

tend to the forearms: Thorough rinsing should be ‘»llowed

by drying the hands with a disposable towel which can then

be used to turn off the favcets: Clean hands should not touch

the bare faucet handles: A written reminder of the hand

washing policy should be posted at each lavatory. Such remin-

ders are frequently available from the local health depart-

ment. Posters showing stepwise procedures for hand washing

and diapering are available.

5.3 Medical Evaluation

All children should have a medical evaluation pnor to en-
tering into day care and their health should be monitored
subsequently according to the schedule suggested by the
American Academy of Pediatrics® {(see Appendix V.2). Chil-
dren in day care should bé ‘immunized as ifeébtniiiéﬁdéd by
Academy of Pediatrics® (see AppendnLV 3), and the history
of their immunizations documented. The medical examiner
should record preexisting infections which might be g risk
to other children or day care workers; as well as conditions
which might make the infant or child more likely to acquire
infections. Children with significant immunodeficiency,
whether congenital or acquired; should not be in group care.
In large cities there may be programs developed exclusively
for children with acquired immunodeficiency where specific
precautions can be developed. _

Children should be encouraged to learn and to practlce
good hygiene; especially in using the toilet; handling respira-
tory secretions; and feeding.

5.4 Facllity
ﬁéj? care céni;éré éiibiiiti ﬁbf iié 6Véi"ci‘6ifvdéd A writtéﬁ

one that is consistent with the requujements, of the cluldzen
in care and with local or state health requirements and/or
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w-5i0: o ceuAse Jus standards. In large centers; separate areas

= maintained for infants; diaper-clad toddlers, and
ined toddlers. Ventilation should be adequate to

minizaize odors and dilite infectious agents. In general, the

total ventilation area in every habitable room (one with op-
erable windows) should not be less than 4.5% of the floor

ares, unless central air conditioning is provided:
Cleanliness is important. Floor surfaces and interior walls

at the levels exposed to child contact should be easily clean-
able. Such surfaces should be cleaned routinely according to
a written schedule that complies with local or state health
regulations or the orders of a pediatric consultant: Spot-
cleaning of contaminated surfaces; such as infant seats and
surfaces touched by the mouth, must take place before

another child can use the equipment. Cleaning of al ‘equip-
ment should be done at least weekly. Visible soil should be
removed daily. A sanitizing solution should be used after
cleaning to rinse surfaces and toys in the infant and toddler

is inexpensive and effective can be made by adding V4 cup
of household bleach (5.25% sodium hypochlorite) te one gallon
of water. This solution should be kept in a labeled container
placed vut of reach of the children and nct near food or drink

items. It must be made fresh daily, as it deteriorates rapidly,
and the unused portions safely disposed of at the end of the
day. The solution may be discarded in the sanitary sewer

drain. A useful practice is to maintain a soap-and-water so-

lution in a basin (out of reach of the children) into which

contaminated toys are dropped until time permits washing,

fuzzy stuffed animals, which cannot be adequately cleaned,
should not be used in day care centers. There are machine-
washable stuffed toys which are acceptable, but they should
be treated as personal items. Children should be provided
with separate receptacles for water plav; most art materials
also should not be shared but used by one child only and
discarded when play is completed. _

Sinks, lavatories, drinking fountains, and other water out-

lets should be supplied with safe water, sufficient in quantity

rinsing with the sanitizing dip, and air drying: Toys such as

and pressure to meet conditions of peak demand. The sewage
or waste plumbing system should be designed; constructed;
installed, and maintained to prevent cross-connection with
the water system. Both plumbing and potable water systems
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should meet applicable standards of the lccal health
department. _ __ o i i
‘The center should provide at least one toilet and one lav-
atory located adjacent to thz child care area for every 20
children or enough to prevent waiting. A center operating
with children in attendance for five or more continuous hours
a day should have as a minimum one toilet and one lavatory
for every 15 children. o o N
_ Toileting and diapering areas must be separate from the

wash their own hands when the procedure is completed. Sinks
with Lot and cold running water should be present in the
toilet area and adjacent{ to the diaper-changing area. For
safety, the hot-water temperatiire shoiild ot exceed 120°F
at the outlet. ) o S )

Sewage and other water-carried waste should be disposed
of through a miinicipal sewer systein when such a system is
available. When a municipal system is not available, waste

meets local health departiment requirements. o

_ Garbage and refuse must be stored in fly-proof and water-
tight containers with tight-fittinig lids. Step-cans are brefer-
dable. A garbage can should bé provided with a waterproof
liner. Garbage and refiiSe ought to be removed from their
containers and placed outside for collection or removal at
regiilar intervals. S ) ) )
 The premiiSes shoiild be maintained in & clean and sanitary
fashion in order to prevent irvasion by rodents and insects.
evidernce of infestation is discovered. Under no circumstances
should baits or other poisons be used in & way that preserits
a risk to the children.
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5.5 Dlapering Area
Caregivers should change children’s diapers on disposable

coverings, placed on a smooth, nonabsorbent, and easily

cleaned surface; such as Formica or plastic. Dirty disposabl:
diapers and table-coverings should be put immediately into
plastic-bag-lined; foot-activated cans. Cans should be inacces-
sible to toddlers. Soiled clothing; including nondisposable
diapers; should be placed immediately in separate plastic

bags labeled with the child’s name for individual laundering

outside the center. . ) -
The_diaper-changing area should be cleaned after every

use with soap and water to remove visible soil, wiped with

a sanitizing solution (see Section 5.4); and allowed to dry,
5.6 Food Preparation Area

When snacks and meals are provided by the day care

center, the facility should comply with the sanitation require-
ments of the FDA Food Service Sanitation Manual (1976).3
(Because there are so many sanitation issues involved in day
care; a professional sanitarian should be employed to visit
the facility to review practices and equipment even if not
required by regulations to do so. Review should include food
preparation; toilet, child care, and maintenance areas.)

At all times, while being stored: prepared, served, or trans-
ported; focd should be protecter  'm contamination by dust,
insects; rodents; unclean equi- it and utensils, unneces-
sary handling; coughs and » . flooding, drainage, and
overhead leakage or drippage om ¢. densation. Containers
of food should be stored a minimum of si- iviches off the
floo: .1 a manner that protects the food frow: splash. Poten-
tiali: hazardous food (food capeble of supporting growth of
infectious or toxigenic microorzanisms) should be refrigerated
at 45°F or below or-heated to 140°F or above. Foods should

be stored in their original containers or in covered containers

labeled as to contents:
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_Reusable equipment and ateusils should be smooth; easily
cleanable; corrosion-resistant or nonabsorbent, and durable
under conditions of normal use. Nonporous material should
be used for cutting boards; cutting blocks, salad bowls, and
utensils. Single service articles should bz made of clean, safe;
and sanitary materials; and should not be reused. = _

To prevent cross-contamination,; kitchenware and food con-
tact surfaces should be washed, rinsed, and sanitized after
each_use and after any interruption of preparations during
which contamination may have occurred. For manual wash-
ing; rinsing; and sanitizing of utensils; a commercial three-
compartment sink is desirable. However, where only two com-

least 50 parts per millicii of available chlorine (kousehold
bleach or other sanitizing solution) in the concentration
specified by the local health department. The local health

test-strips; to assure adequate concentration of the chlorine.
Mechanical dishwashers designed for home use are ade-
quate for a day care facility. However, unless rinse tempera-
tures reach 170°F for the period necessary to effect sanitation,
the utensils shotild be rinsed in the aforemention=d chlorine
soluticn, or rinsed in hot waier (270°F) for at least one-half

towels in place of a drain board -r dish rack. Dried utensils
‘should be stored in closed cabinets protected from dust, ix-

Non-food-contact surfaces shoiuild be cleaned as often as
necessary to keep the equipment free of accumulations of
dust; dirt; food particles; and other debris. Cloths used for
wiping spilled food or tableware; such as plates, bottles; and
glasses; should be clean and used for no other purpose. Moist
cloths or sponges used for wiping food spills'on kitchenware
and food contact surfaces should be cleaned and rinsed fre-
quently in a sanitizing solution; such as the sanitizing solu-
tion of household bleack mentioned in Section 5.4. These
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cloths and sponges should be stored in the sanitizing solution
between uses.

__When a center provides infant formula, commercially pre-
pared prebottled ready-to-feed formula should be used. For-

mula left in & bottle at the end of a feeding should be dis-

carded: Commercial baby food containers that are opened,

and foods prepared in the center which are stored, should ba
covered, dated, labeled as to the contents, and refrigerated.
The contents should be discarded or used within a 36-hour
period: A child should not be fed dirsctly from baby food
containers if the contents are to 3z fed to the child at more
than one sitting or to more than one child. o
Whsn a parent chooses to provide formula or food, the
center should assure that the food, formula, bottles, nipples,
and containers comply with the following: -
¢ Formula should be brought in a sealed container for termi-
nal preparation just prior to feeding: Ready-to-feed formulas
that are not commercially prebottled should be freshly bot-

tled at the day care center from the can brought in un-
opened. -

Sanitized bottles may be provided by parents. @

Formula, breast milk, cow’s milk, and perishable. foods

should be properly refrigerated. @~ o
¢ Foods and fluids must be covered and labeled as to contents,
date of opening, and the child for whom they are intended.

* Formula should not be stored longer than 48 hours after
opering.

after opening or discardes. @~ 00000
* Miil brought in storage bottles to the center should be

poured, just prior to use, into clean cups or bottles having
sanitized nipples: S

* Formula or milk left in a Eattle or a cup at the end 67 a
feeding should be discarded.

5.7 Sick Child Care

5.7.A Illness Policy
The cen

_ The center should have a written policy concerning the
management of sick children. It shou'd be conveyed in writ-
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mg at the time a child is registered (see Appendix V.4). This
policy, arrived at after consuitation with health care provid-
ers; should take into consideration the physical facilities and
the number and califications of the center’s personnel. The
decisiors involve:. in developing policies are extremely dif-
ficult. iy must be recognized that children do become ill at

unpredictable times. Working pare:iis often are not given
leave for children’s illnesses. Centers may not have sufficient

space_or personnel to care for slck children properly. Home

If an iﬁfﬁnt or child becomes 111 during the hours he or

ghe is in day care the parent(s) should be notified: To keep

tbe infant or child in the child care program even temporar-

ily, there must be adequate quiet space separate from the

rest of the children where the sick child can be watched and

given appropriate care. Staffing levels must be adequate to

care for the sick child. Personnel must have sufficient train-

ing to recognize the child who requn'es prompt medical atten-

tion. Most states have laws requiring reporting of specific

communicable diseases when they occur in a public facility.

Child care personiel should be familiar with these require-

tents and promptly report the designated diseases. Day care

staff members becoining ill with gastrointestinal or skin in-
fections or who develop temperatures greater thun 101°F

should be excused from child care as quickly as possible: Sick

leave pohcy should be as hberal as pbsmble to prevent persén-

5.7.B Exclv+.on Policy

There are very few illnesses for which children need to be

excluded from day care. The center should identify; in its

wrritten policy, those diseases which require exclusion until

the contagious stage is past. To facilitate decisions by both

parents and staff, the policy should specify certain symptoms

that make keeping a child away from the center advisable.

Diarrhea, vomiting, specific types of rashes, and fever should

be mentloned as well as such signs of illness as pallor; irrita-

bility, and excessive sleepiness. The specific list will depend

on state laws; local public health recommendations; and sug-

gestions made by the medical consultant for the day care

R
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program.*5$ Programs which have staffing facilities to care

for mildly ill children will be able to have more liberal
policies than those with limited staffing and little space for

ill children to receive the extra rest and supervision they
require. } S ] o
Deciding how to meet sick children’s needs and parents’

needs for child care is often difficult: Isolation and exclusion
is not necessary for many illnesses. A balance must be struck
between the needs of the child and the other children in the
group and an arrangement made that does not strain the

staffing resources of the day care program:
5.7.C Programs for Sick Child Care

There are a number of ways to provide care for sick pre-
school children. All methods include adequate rest, appropri-
ate diet, giving medications as ordered, and physical and

emotional support. A child can be cared for at home by a

parent whose emplcyer allows time off for the purpose. How-

ever, when care by the parent is not possible; a sick child

may be accommodated in ¢ variety of settings including:

* A separate area in the classroom -

* A center shared by the day care center and the general
community ) o

* A freestanding center open to the public

* The child’s own family day care home

* A freestanding family day care home serving only sick chil-
dren B

* A “satellite” home linked to a day care center or an agency

* The child’s own home under sunarvision of an adult known

to the parent(s), an emplc= ° - - ziver; or a trained person
from a home her th =acaey o, -.ospital.

e — e — —— —

The spread of disease is prevented or minimized through
precautionary measures that ought to be routine in day care
programs; A detailed account of procedures used in managing
specific diseases cannot be given here; the reader should con-
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sult the Report of the Commiitee on Injectious Diseases of the
American Academy of Pediatrics for this kind of informa-
tion.! Additional protocols for management of particular dis-
eases can be found in references 4, 5, and 5.

The general recommendatmns that follow, mtended for day

spread of specific types of infections within day care
programs.’
1. Infections spread by the fecal-oral route
a. Enteric infections
The most common enteric infections encountered in the
day care setting are hepatitis A, giardiasis, salmonellosis,

and shlgellosm
Infants and children uot yet toilet-trained are at the

greatest r’:. of acquir'ng and transmitting these and
other enteric infections spread by the fecal-oral route. Be-
cause of their young age and lack of previous exposure,
they tend to be highly susceptible to the agents that cause

‘bom: Infants and young chlldl'i‘n mouth objects, wipe

uhelr noses w1th their hands, put hands in their diapers,
and in theu- own and other chlldren’s mouths.

Objects given to infunts such as teething rings end

pacifiers should be uszd orly for that child. They should

be sanitized if droppzd or otherwise contaminated. Com-

muuity toys use by older children should also be sanitized

if contammategl or visibly soiled:

Iti is 1mperat1ve that those carmg for chlldren in dlapers

be aware of the risk of infsciion spreading to and from

these children and take recommended precautions.

b. Pinworms

Pinworms are common in older infants and young chii-

dren: The infestation is usually harmless. Children with

rectal itching and girls with vaginitis due to pinworms

should be treated: Although children who do not show

symptoms can be examined and treated if infested, this

is unnecessary and of little value, as parasites will inevi-

tably be present in some children and not detected. Even

if all children in the nursery are treated simultaneously,

the pinwormr will shortly thereafter be reintroduced.

There is no reason to isolate children with pinworms or

to notify families of “exposure,” as all chﬂdrgp In group

settings can be assumed to be exposed to pinworms:

Careful attzntlon to washing children’s hands is the best
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method of preventing the sv—rad o° pizorts and the

reinfestation of the child fr= % ™ oy pinworms.

. Infections spread by the respi-i:its conte

Diseases included in this st

7 .:pper and
lower respiratory tract infections dae 1 wisr sgents and

gsevere invasive diseases due {u uact v guch as

Haemophilus influenzae type b, and M oningsiaccus. These

infections, if Iirésgqtg Efcflg}jicfarg?progarw, can spread
from asymptomatic carriers and from i individuals

who may or may not be symptomatic. Tuberculosis may

spread from day care center personnel and other adults

to children; but children with tuberculosis ars not usually

infectious because they do not produce infecticus sputum.

Isolation of children with active respiratory infections

has not been shown to be helpful in reducing the spread

of airborne diseases in day care centers. However, careful

hand washing by children and caregivers after direct con-

tact with secretions and contaminated tissues may help
to reduce the spread.
. Infections spread by direct contact
a._Conjunctivitis
This inflammation of the conjunctivae is caused most

commonly by a respn'atory viral agent and sometlmes by

a bacterium, e.g.; H. inﬂuenzae It is contagious during

the active infection ~nd is spread through the watery or

yellow eye discharge and by respiratory secretions. As

with respiratory illnesses; careful hand washing by chil-

dren and caregivers may help to reduce spread. Items like

washcloths and towels, which may be contaminated by

these effluvia; should not be shared:

b. Skin and hair infections
_ These include 1mpet1go, scabies; lice; and nngworm

These infections are spread by person-to-person contact

and by contact with contaminated objects such as combs,

brushes; and towels. Basic hygienic measures, including

avoidance of community towels; brushes, and combs, are

important in reducing the spread of these infections in

day care centers. Infected children should be appropriately

treated. Txclusion of untreated children from the center
should be ‘considered.

. bodzly ﬂuzds o
This group includes such illnesses as herpes simplex
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types 1 and 2, hepatitis B, cytomegalovirus (CMV), and
dren with tlie diffuse lesions of acute herpetic gingivo-
stomatitis, by those with more localized fever blisters, and,
for various periods; by asymptomatic children. Children
with acite }.ipetic giugivo-stomatitis are usually too ill
to attend day care. Toys and items handled by children

solution. Caregivers handling these children do need to.
be carefiil about hand washitig. Children with congemnital
herpes simplex type 2 may occasionally shed the virus
when having recurrences of blisters. If these lesions are
covered and caregivers are careful about hand washing
after touching them, spread within the center should be
prevented. Unlike hepatitis A, hepatitis B has not yet
been shown to spread in dav care centers. However, if a
child who is a known hepatitis B carrier has an accident
involving the spillage of blood, the blood should be czre-
fully cleaned up with disinfectant solution. In addition,
hepatitis B carriers should not share toothbrushes with
other children (nor for that matter should any children).
The risk in contacts is primarily one of acquiring infection
from blood, and procedires to avoid contamination by

,,,,,

ters, thereby damaging their unborn children. Certainly,
women of -hild-bearing age should be sdvised of this pos-
sibility. However, the risk cannct ve aveided by excliding
children with congenital CMV infections, Since tlie exe-2-
tion of the virus is widespread even in asymptoniatii chi!-
drer:.. The emphasis instead should be on the imporiance

urine and saliva.®
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~ There is an ever-increasing amount of information avail-
able on which to base recommendations concerning the

risks posed by children with AIDS attending day care
centers. It is anticipated that both the Committee on Infec-
tious Diseases of the American Academy of Pediatrics;

and the Centers for Disease Control will continue to make
statements concerning their management. For the present
it is advisable to follow the recommendations in the Repors

of the Committee on Infectious Diseases of the American
Academy of Pediatrics, Twentieth Edition.
5. Infectious diseases preventable by iiaccinatior

Diphtheria; rertussis, tetanus, polio, measles, rubella,
and mumps may be prevented by ragiriving immunization

of all children attending day c."- - .unization records
should be kept on file and period:~...":, . viewed to assure
that the required immunizations ' .- ..»! “jildren are up-to-
date: .

A new vaccine against H. influen.ae type b has becorae
available and should be given to children 2 to 5 years of
age in day cere centers® (see Appendix V.3). Varicella
{chicken pox) vaicine will become available in the near
future. Detailed recommendations concerning Haemo-
philus b polysaccharide vaccine (HBFPV) can be found in
the Report of the Committee on Infectious Diseases of the
American Academy of Pediatrics, Twentieth Edition. Rec.
ommendations on varicella vaccine will be issued When

the vaccine becomes available.

5.7.E Manageme;it of an Outbreak

When an infection spreads rapidly through a day care

center despite routine precautions taken to prevent contagion,
there should be a plan of action to manag: the outbreak.

The_plan should be based on the care center as an entity,

its designers having considered the interaction of all the in-
dividuals at the facility (adults as well as children) and the

points at which communication of the etiologic agent can be
most effectively interrupted: Outside sources should be con-

tacted promptly for professional guidance in current measures
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of control. Medical advice and service will be necessary for

the institution of appropriate therapy and possibly for dlag-

nostic tests to confirm infection or to discover it in

asymptomatic individuals:

If containment of the outbreak (or the physical condition

of the child) requires exclusion from the day care program,

cordance with exclusion policies already established (see sec-

tion 5.7.B). It must be emphasized that decisions concerning

exclusion, alternate care; and readmission will be easier t

make if plans are in place when the need for them arigec.

It is helpful also, if the day care center has gathered irfor-

mation in advance coucermng sources to cover or assust with

that specify services that parents (or the day care center)

cannot afford are not practical.

The array of precautionary measures necessary to maintaii

the health of children in group care may seem overwhelmmg

to day care administrators or staff members who have asked

advice of the health consultant in designing their program.

The consultant must be av:=>2 that in many instances his or

her work is not complete when all the rules have been *id

out; to be effective, the health professional has to convince

care providers that health maintenance procedures are indeed

practical, that once in place they become second nature to a

well-trained staff, and that, above all, they are very, very
important.
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Chapter 6

PREVENTION, CONTROL, AND

MANAGEMENT OF INJURIES IN D v CARE
6. Introduction

InJunes do_not Jjust happen; the majority are predictable

and preventable. Because child care settings share some at-~

tributes of home and school environments, mans- of the injury
control measures which are effective in huomes -nd schools
are directly applicable to child ¢ e facilitics; /nformation
about hazards which are a signi”™- ~ ~ause of ‘4jury to chil-
drex in the general population ic - . ble from the National
Electronic Injury Surveiliance Systems (NEISS) of the U.S:
Consumer Product Safety Commission (USCPSC): NEISS col-

lects injury data from a statistically representative sample
of US nospltal emergency rooms. ‘The data are ranked by

geverity of i mlury Studies of injury-related factors conducted
by the USCPSC suggest procedures that are likely to reduce
injuries. These measures are generally useful in preventing
iniuries caused by a faulty product or part of the environment
within day care facilities.

Unfortunately, there are no national data on the incidence
of injury in day care programs specifically, although the Na-
tional Safety Council does collect such data for schools. One
study of insurance claims from child care programs suggested

some special considerations which deserve emphasis for in-
jury control in the child care setting.’ T} is study found that
nearly twe thirds of injuries which were severe enough to
require medicai attention occurred on the playground. Play-
gi-biiﬁd equipment; especially climbers ard to a lesser extent;

swmgs, were most commonly associated with the most severe

injuries. Hand toys; blocks, door's, and indoor floor surfaces
also ranked high on the list of products which were associated
with more frequent and more severe injuries. Because of

these associations; specific recommendations about injury ¢
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trol related to these parts of a child care facility are made
in this chapter. For additional information on injury control,
consult the Academy’s handbook on Injury Control for Chzl-
dren and Youth,? or contact the USCPSC and the National
Safety Council {(see Appendlx V1.1 for addresses).
Injury control requires consideration of the phys1cal jjlaiit
(ficility and equipment) as well as program policies and pro-
cedures thch ‘govern human actlon 1n the child care enqun-
p,hys1c,al plant, is the use of roiitine perlodlc safety mspectlons
Parents, staff, and children can share in this activity. A
checklist keyed to each part of a center’s facility will remind
the inspectors to check potential causes of trouble. A “safety
walk” using such a checklist is an educational experience for
all participants. By rotating the responsibility for safety sur-
veys among the personnel, hazards invisible to one pair of
eyes will be discovered by another and everyone’s awareness
of safety and environmental quality will be heightened. A

Hazard reduction need rot be expensne or dlfﬁcult Some-
times the provision of adequate storage. relocation of a hand-
rail, charigin'g the placement of furniture; or covering. sharp
edges is all that is required to reduce the risk of injury.
Instltutlon of slmpie saF ety measures in the child care center

ments safe for children.
6.2 Environmental Safety
6.2.A Prevention of Injury in Active Play

Playgrounds are used by children to release pent-up energy
and by caregivers to find relief from confinement. Tempering
these pleasant associations is the fact that gross motor play
areas, especially playgrounds, are tbe sites of greatest risk
of injury in child care. Playground equipment is ranked high
on the U.S. Consumer Product Safety Commission’s list of

the top ten products associated with significant injury in the
pediatric age group.
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The Commission’s studies have found that over 70% of the
injuries on play equipment are the result of falls.® Injuries
occur because of pushing, shoving, dare-devil behavior, inat-
tention, unanticipated use of equipment, srowding, aad simul-
tanoous use of equipment by children of different ages. Poor
play ares design, resulting in lack of control of traffic fiow
arounc equipment, also contributes to injuries.

Many types of equipment used foi' gross motor play have

elevated surfaces that lack adequate barriers to prevent falls.
Workplace standards of the Occupatlonal Safety and Health
Administration (OSHA) reqmre installation of a double guard
rail o protect adult workers in areas raised four feet or more
above the floor (about two thirds of adult height).* Many
structures for climbing used by preschool children are more
than twice their height and yet lack guard rails. Based on
USCPSC guidelines, all elevated surfaces which might be

climbed and which are more than 30 inches above the under-

lying surface should have protective barriers at least 38

inches in height completely surrounding the elevatzd surface,

eicept for entrance and exit operungs5 Climbers and slides

used by preschool and younger children should be limited to

six feet at the highest point and protected at the entrance

and exit to prevent falls; Metal climbers and slide beds should

be located away from direct sun since they quickly overheat
in sunny locations.

Since falls to a surface are a common source of injury, it

is appropriate to look at ways to reduce the damage that

they cause: A study reported in 1979 by the Nutional Bureau

of Stancards® indicated that even low velocity falls onto as-

phalt or concrete will produce concussions and other injuries.

However, results of impact testing indicated that surfaces

composed of six inches or more of loose materials such as

pine bark or shredded tires meet the impact-attenuation

criterion recommended for drop-heights of up to ten feet.

Tested unitary materials such as rubber mats and synthetic

turf do not meet the criterion beyond five feet. The shock-

absorbing capacity of loose materials decreases with repeated

impact because the materials consolidate, essentially reduc-

ing the thickness. Thus, to maintain the cushldmng effect of

loose fill materials, continuous care is required. Usmg thicker

layers than those tested reduces the need for frequent

98
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No playground surfacing material is perfect. Sand becomes

cohesive when wet, therefore less cushioning; in freezing tem-

peratures, it offers no cushioning protection at all. Both sand

and builders’ round stone (pea grave!} can be thrown into

eyes; all loose fill materials harbor and conceal foreign mate-

rials such as insects; animal excrement, broken glass; nalls,

and other injurious objects: Pine bark mininuggets and vari-

ous mulch materials absorb moisture and become compact,

losing some of their cushioning properties. Over time, they

decompose, providing a medium for growth of molds and

microorganisms: Like sand, they can freeze solid in cold

weather. When wet; these materials tend to stain clothing:

Shredded tire rubber and crushed stone (blue stone dust)

have some advantages over materials which decompose but

pose the same problem of concealing hazardous objects. Thus,

loose fill materials must be hosed down for cleaning and

require raking for rem val of hazardous objects and levehng

to maintain effective cushioning depth: Asphalt ~nd cement

are the worst surfaces to have under climbers; soil or grass

are also poor surfaces compared to loose fill material:

Safe areas for young children to climb on can be planned

to provide heights by using mounds or hills rather than ele-

vated platforms or bars over hard surfaces: Slides can be

built into mounds to reduce the risk of falls: Equipment de-

signed for older children can be removed from areas where

younger children usually play. Regardless of design, play

equipment must be maintained in good repair. There should

be no pinch- or crush-points, no exposed screws and bolts, no

sharp edges, no rings which permit head entrapment, no

hard, heavy swing seats, no open or “S” hooks, loose nuts,

or splinters. All steps and rungs intended for foot placement

should be horizontal and at least 15 inches wide; hand grips

should be no larger than 1.6 inchss in diamater to permit

firm ‘ﬁol&mg Every climbing surface should include handrails

or hand grips:
Outdoor play areas should be fenced whenever possitle be-

cause of the risk of mixing the activities of play with street

traffic; thoughtless passers-by, and unrestrained pets. How-

ever, the view of all parts of the playground must not be

obstructed. Even with fencing; maintenance will be required

to keep the play area free of broken glass; stagnant water,

animal excrement; holes; trash, and litter. Shaded areas

4y
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should be provided, but care must be taken to avoid planting

bushes; shrubs; or trees that produce toxic bernes, leaves, or

stems: All water-play areas should be fenced. Gates should

be kept locked:

Other playground measures will also reduce risk of injury.

There should be clearly marke 1 danger zones to prevent chil-

dren from walking into the path of swing seats or exits from

slides: Children should be segregate 1 by developmental stage

for play on gross motor apparatus to prevent younger children

from being injured by imitating or encroaching on the more

skillful play of older children: Wherever possible, barriers

can be used to prevent collisions of playing children. Detailed

technical guidelines governing construction, location, and in-

stallation of gross motor play equipment and surfacing are

available from the USCPSC:35

It is not possible to create a totally safe playground because

some degree of risk taking is an important ingredient of play.

Children have to learn how to play safely, JlIBt as the adults

who supervise them have to learn how to minimize potential

injury. Many child care planners overlook opportunities to

involve children in learning abnut safe play. There are safety

principles for children to learn for each type of equipment.

For example, for swings: sit in the center, never stand or

kneel; stop the swing before getting off; walk 'way around

the swing; never push anyone else on the swmg or allow

another child to push you; one person on the swing at a time;

empty swings should not bc swung; swing-chairs must always

be straight, never twisted, etc.

Not ait lmuhes in active play areas can be prevented but

monitoring of injury reports in this area, as in the rest of

the facility, can provide clues about pcssible corrective mea-

sures. Supervision should be planned by establishing a writ-

ten schedule, and assigning more staff to areas of high risk

(e:g:; near climbing structures, slides, and swings). Making

benches or other comfortable seats available near hlgh-nsk

areas encourages adults to stay nearby. Active playtime is

not adult break time:
6.2.B Prevention of Injuries from Hazards in the Facility
Safety surveillance and supervision of areas of high risk
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are advisable everywhere in the facility. The safety of employ-

ees who work in day care facilities that are not directly

government operated is protected under the Occupational
Safety and Health Act, administered by the Occupational
Safety and Health Administration (OSHA) of the U.S. Depart-

ment of Labor. OSHA provides a free on-site consultation

service in every state. Consultants help identify hazardous

conditions and suggest corrective measures in a written re-

port. The consultation is confidential, provided only on re-

quest, separate from an inspection, and no citations are is-

sued: By use of the service, hazards for both adults and chil-

dren can be detected and corrected. {See Appendix V.3 for

OSHA Consultation Service Project Directory.) Other sources

of assistance for risk reduction are the fire department, local

poison control centers, public health departments Red Cross

chapters, hospitals, medical schools, insurance agencies, and

local/regional offices of the U.S. Department of Housing and

Urban Development (HUD). Hazards in day care facilities

can be corrected to minimize accidents, including those that

are associated with fires. (Although some fire safety measurss

for day care are mentioned below, an updated, comprehensive

guideline for day care centers, group homes, and familv day

care homes can be found in the Life Safety Code of the Na-

tional Fire Protection Association.?) Safety can be enhanced

If the following precautions are taken:
1. Stairways are known to be safer when they are well

illuminated and equipped with handrails on the right

side descending. Light switches should be accessible at
each entry to a room in the facility. Because stairways
are likely places for injury, supervision of stairway use
should be planned as for the playground. Children need
to learn to ascend and descend stairs carefully, holding

onto the handrail. Adults who set good examples help.

2. Stairways and stairwells should not be used as storage
areas:

3. All exterior or interior doors that open onto a stairway
should have a gate or landing Doors need devices that
prevent rapid closure, vision panels down to child level,
safety glass or plexiglass panels, (with opaque marks on
large clear panels to make them visible), and beveled
edges to prevent crushed fingers. All stairwells, elevated

walkways, elevated porches, and elevated play areas ac-
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10.

cessible to children should have railings or adaptations

to prevent falls. Openings from high places that are large
enough to permit the passage of a child’s body should be
closed inexpensively by weaving rupe across the space,
using screw eyes at the edges of the opening. The netting

achieved should be closely woven to prevent head entrap-
ment.: o o
All windows above the ground floor that are accessible

to preschool children should be constructed, adjusted, or
adapted with window stops, screens, or grills to limit
their opening to less than six inches.
In the event of a collision of sufficient force to break

a glass pane, the victim is subject to injury which may
be severe. Windows that are in the path of play should
be safety glazed, replaced by plexiglass, or protected from
breakage by guards. Sill heights that are at least 12
inches above the floor help prevent such collisions.
. Floors should be made safe by removing trip hazards and
by breaking up long runways with furniture or equip-
ment to discourage running. Basements in old buildings
may have floors with rough surfaces and deep pits. The
hazard is increased by poor lighting. Thet 2 areas should
be filled and leveled. Properly installed and paaded car-
pet offers the best slip resistance and sound control for
flooring in day care: The grade and fabric content should
be suited to frequent cleaning. Carpeting should not be
used where contamination by food, secretions, or excre-
ment is likely, however: In such areas, slip-resistant tile

or slip-resistant coated nonporous floor materials should
be used: '

. Lockable enclosures used by children should be designed

to permit adults to enter in case of emergency.

: All hallways should be wide enough for two adults.

. Exit routes should be unobstructed. Exit doors should

have a panic bar and only one locking or latching device. _
- All clear glass panels in traffic areas should be made of
safety glass or its equivalent and marked to reduce the
likelihood of accidental impact. , ,
All heaters, furnace registers, hot water pipes, tap water,
and other rources of heat accessible to children should
not exceed 110°F at tke point of access, to prevent burns.
Wrapping, insulation, and partitions can be used to pre-

vent contact withgpipgs, registers, and radiators. If poten-
Eii
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tially hazardous asbestos is thought to be present in the
insulation, the site should be inspected by the local or
state-designated agency. If present and in poor or only
fair condition, it should be removed and other materials
substituted. Thermoregulated mixing valves can be inex-
pensively installed in the hot water supply that leads to
children’s sinks when the main water heater cannot be
turned down because of hot water requirements for dish-

space should be allowed in front of all heating and air
conditioning units.®? @ = -

Heating equipment should be enclosed in fire-resistant
material installed and maintained consistent with the
’curre'r;t standards of the National Fire Protection Associ-
ation.

All equipment should be checked for conformity to recom-
mended safety standards. Standards for infant furniture

may be ordered (c:e Appendix VI.1 for addresses).

a. There should ve no loose or frayed electric wires in

~ the facility. ) o o L

b. Electric equipment must not require the use of long
extension cords or be situated near water; overloading
of sockets should be avoided. Nonmetallic; tight-fitting
caps should be inserted into electric receptacles that
are not in service in areas where young children are
in care. In new construction; receptacles can be located
above the reach of small children. B o

c. Free-standing space heaters should not be used: be-
sides burns, they may cause air pollution resulting in

_ respiratory disease. S

d. All fans should have covers or guards with openings
smaller than oné half inch. o L

e. Aerosol cans shoild be inaccessible to children and

__ stored away from any heat source. ]

There should be no poisonous plants in a child care facil-

ity or accessible to any area where children play. (See

Appendix V1.4 for a list of poisonous plants.) _ )

Since many day care programs are located in older build-

ings, the paint on walls and woodwork should be checked

for lead content. Blistered or chipped old paint may be-

103



82 Prevention, Control, and Management of Injuries
come paint diist on the floor and accessible to children
who put nonedibles in their moutls. This is particularly
1mportant for family day care homes in geographic areas

15. Medications and cleaning solutlons ghould be kept in
their original containers, with safety lock closures. Stor-
age areas should be made inaccessible to children by

~ using special latches or other safety devices.

16. Toxic art materials should not be used. Craft objects
which are small enough to lodge in ears or noses must
be available only where close supervision is possible. (See

~ Appendix VL5 for a list of unsafe art supplies.)

17. Activities known to be associated with frequent injury
require close supervision. It is important that equipment
and materials are used as intended. Since blocks are a
problem when the children use them as hammers and
balls, staff members should set stnct rules about behavmr

of childrer using potentlally troublesome toys at any time
~ may also hLelp.

18. Toys should be regularly inspected and maintained. Bro-
ken toys should be placed out of service until fixed or
discarded. Propellant toys are not safe because of poten-
tial eye injuries and aspiration or ingestion of propelled

~ objects:

19. Styrofoam cups and brittle plastic forks are choking
hazards because small pieces may easily break off when

 these objects are chiewed.

20. Cooking utensils and equipinent used in educational ac-
tivities should be carefully selected to avoid risk of injury
to children. Elcctric frying pans are commonly used in
day care for out-of-kitchen projects. They are especially
dangerous because they give no sign to show when they
are hot.

6.2.C Ti‘ansportatzon Safety
6.2.C.1 Passenger Safety
Through efforts initiated by the American Academy of
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Pediatrics dunng the International Year of the Child, there
are now laws in most states _requiring that very young chil-
dren be transported in child safety seats. These laws vary
from one state to another, covering children of different ages,
affecting some or all drivers, and requiring restraints in dif-
ferent seating positions. In some states, regulatinns or laws
specifically require that child care programs use child safety
seats or seat belts when such devices are available in the
vehicle. By 1981, the National Highway Traffic Safety Ad-
ministration found that safety seat usage had increased to
46 1% for chlldren under five years of age.” 8 Unfortunately,
of the seats are being used incorrectly.l® There is still much
work to be done. Although the legal requirements only affect
the ycungest children, no child of any age (or adult for that
matter) should be exposed to the risk of motor vehicle travel
without the protection of a:. appropriate se-.t restraint.

Child care personnel have three roles to play in reducing
the toll taken by vehicular accidents, tlie number one killer
of children:

1. As advocates of safe transport of children by their parents
ard others

2. As gafe transporters of children

3. As educators of young children about how to be safe riders

Each of these roles provides an opportunity for integration
of child passenger safety with other activities that are ac-
cepted parts of the child care program.

At the very least, child care personnel have a responsibility
as informe? child advocates to assure that parents transport
their children safely on every ride. Since 1981, all child safety

seats manufactured in the United States have had to meet
the federal requirement that the seats stand up to crash
forces if used accordinf; to the manufacturer’s instructions.
To he eﬁ'ectlve, the seat must riot only be appropriate for the
age and size of the child, but it must also be used correctly.
Common errors in car seat use are: 1) failure to use a requlred
harness; 2) failure to secure the seat properly with the car’s
lap belt; and 3) failure to use a properly mounted tether
strap when one is required. Worst of all is allowing a child
to ride unrestrained in a vehicle in which a child safety
device is available. Detailed information on car seats and

their proper use is available through the Every Ride A Safe

105



84 Prevention; Control; and Management of Injuries

Ride Prograr of the American Academy of Pediatrics. Most
state chapters of the AAP have an Every Ride Coordinator.
In addition; the national office of the AAP can provide child
passenger safety information.

Booster seats and shields are favoied by day care adminis-
trators because they are inexpensive, light-weight, adaptable
to the w1dest range of child slzes (usually 20 to 55 or 60
Most booster and toddler seats increase the child’s ability to
see out the véhlcle w1ndows and are des1gned for use unt11
Children who can watch through the windows behave better
while they ride; and that fact is a good geliing point for use
of car seats to both parents and caregivers.

For the child over four years of age or weighing more than
40 pounds; a regular seat belt can be used. There is no evi-
dence that using an adult shoulder harness for a child results
in increased injury. As long as the strap does not actually
cross the ch11d’s fﬁce and ‘can be adausted for comfort over

used. The safest place for anyone to ride is in the rear seating
position, biit seat belts or car safety seats should be used in
all seating positions. Some states permit the use of lap belts
for very young children; however, this measure is a com-
promise to be used only when a properly designed, correctly
installed child safsty seat is unavailable. Parents should be
told repeatedly that it is always better for children to ride

restrained than loose.
Child care programs almost always involve transportation
in some way. As a minimum, parents bring children to and

from the day care facility daily. This prowdes an ideal oppor-

tunity to observe whether parents are using child safety seats
or seat belts and whether they are using them correctly. Part
of the orientation procedure for new families should include

a review of transp.rtation arrangements and the provision

of a checklist of sufe ride pointers. On the first day the

chlldren att\.nd the program, a staff member should be avail-

able to check whether they are arriving and leaving safely
restrained. Some parents may require demonstrations and
gentle instruction to correct unsafe practices. i

Child care personnel are responsible for meking sure that
the drop-off and pick-up points are large enough and shel-

tered from street traffic 80 that parents are protected as they
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buckle and unbuckle their children and carry or walk them
from the car to the program building. Staff should routinely

be stationed in a location that permits them to help during
arrival and departure times; extra hands may be needed to
take children out of their seat restraints; safely secure them,

or escort them to and from vehicles.

When parents use car pools to move children between home

and child care centers, there are special concerns. All the
drivers must be known to be responsible and willing to assure
that every one regularly buckles up. There should be rules

for car capacity, discipline, and use of safety restraints. No
car should ever carry more passengers than there are seat

restraints. The risk far exceeds the convenience. There should
be policies for driver substitution. The procedures used for

drop-off and pick-up must be clearly spelled out in advance
and should provide for the increased time and supervision
required to buckle and unbiickle the number of children in-
volved: All parents need adequate liability insurance cover-

age and must agree to assume responsibility for regular auto
maintenance checks on tires, brakes, and steering systems:.

Some state laws or regulatioiis provide additional incen-
tives for compliance with transportation safety procedures.

Some specify requirements for drivers. Check to see what is
required. Even if state law does not cover all drivers or if

day cere regulations are not specific about it, all day care
drivers should be required to have preservicé training in
routine safety and emergency procedires. Remind drivers
that failure to buckle up children poses an unacceptable risk
and could expose the driver to being sued if a child is hurt.
Plan driving routes to minimize backing up (to prevent back.
ing over children who run behind the car), and to avoid
hazardous turns and dangerous intersectionis. On every trip;
enough time must be allowed in the schediile to eliminate
the pressure of loading, unloading, or driving When late.

To make trips as safe as possible, parerts or drivers they
employ should:

1. Pick up and discharge children only at the curb.
2. Have other parents put their own children with their
safety seat into the car and buckle them up; let parents

take the children out of the car on the réturn home.
Place all hard objects, such as lunch boxes or things for
show and teil, on the floor.

4. Close and lock all car doors after checking that all fingers

€



86 Pravention, Control, and Management of Injuries
and feet are inside. Auto dealers sell inexpensive safety
locks that keep little hands from opening duors but are
no barrier to an adult.

. Open passenger windows only a few inches. Turn off

_ power ‘window controls except at the driver’s location.

6. Remind the children about the rules of behavior before
starting to drive. Point out iiiteresting things the chil=
dren can see to make the trip a positive experience and
include them in pleasaat conversation. Bored children
are more hke.y to try to get out of the1r safety seats or

o

or sorgs for the trip such as ‘Who can firid a stop sign?

a red light? a green light? a truck? a blue car?’ There

are many songs like “The Wheels of the Bus Go 'Round”

which help make the irip less tedious. Praise the children
often for appropnate behavior.

7. Plan transportation routes realistically to keep travel

time down to the tolerance of the riders. No child should
~ have to be ii the veliicle more than an hour.

8. Find a safe place to pull over, if any ¢ .ild or the group
gets out of hand, before trying to discipline anyone. Be
firm, state the rules clearly, and praise good behavior. If
any child is a problem consistently, exclude the child
from group transport unless special arrangements are
made.

9. Identlfy ch11dren whose speclal charactenstlcs (behavmr,

~ for them.

10. Be sure each vehicle is equipped with a fire extinguisher,
first aid kit, emergency identification, and contact infor-
‘mation for all children being transported.

When transportation is a service of the child care program,
staff members must observe the same safety rules as parents.
Additionally, the program administrators must address issues
related to liability insurance; training; and certification of
drivers; first aid supplies and_emergency equipment; ready
access to emergency help and medical information in the
event of an accident; proper equipment and labeling of ve-
h1cles, and permission 8.ips for whatever purpose transporta-
tion is being used. Large groups from a child care center can

tures of school buses are specxﬁcally desngned for use by

108



Prevention, Control, and Management of Injuries 87

school-aged children. Buses made after 1877 can be equipped
with seat belts for safe transport of young children: The cost
for this type of installation ranges between $10 and $30 per
belt. Vans often come equipped with lap belts which mzke
it possible to use child safety seats:. If seats that require

harnesses_are used; the harness tethers must be properly

installed. Vehicles cannot be used to transport more children
than can be safely buckled up.
‘Teaching passenger safety to young children is important:

Children must learn to ride only with drivers they know and

only buckled up. Children can learn how to buckie themselves

into then' safety seats very eaﬂy and to insist that not on:ly

Chicago; IL 6060'1 $6 95)L A curnculum package develdpéd
for the National Highway Safety Administration is quite use-

ful; information about other early childhood curricular mate-

nals 1s available through the National Assocratmn for the

To make safety props for classroom play; vxs:t a junk yérd
with_a sturdy pair of scissors and cut off seat belts to mount
on_classroom chairs for safe “pretend” rides. To obtain car
safety seats for the classroom, seek donations from families
whose children have outgrown them..

Some child care centers have developed car seat “loaner”
programs for psrents. This is an undertaking that requires
considerable effort; but is a valuable alternative to bake sales
for parent involvement. Several of the car seat manufacturers
and many of the child passenger safety organizations will
provide free instructions to start up and run a car seat loaner
program.

6.2.C.2 Pedestrian Saféty

Streets in the vicinity of child care facilities can be marked

by “Children at Play” or similarly worded signs provided by
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local police or highway departments. Walking trips should
be planned in advance to identify safe routes and to establish
procedures to cross intersections safely. Reading material on
pedestrian safety that is suitable for young children is avail-
able from local chapters of the American Automobile
Associatior.

6.2.D Swimming
 Swimming activities are a worthwhile learning experience
for young children but one that requires adequate staffing,

these requirements should include training of supervisory
staff, frequent inspection of equipment, and routine checks
on thie water quality by pool staff and health inspectors. All
bodies of water located where children can hiave access to
them shoiild be restricted by enclosures with a locked gate.
Portable wading pools are acceptable if ornly oné child uses
the pool and the pool is emptied and cleaned after each use.
Even with filtration and chilorination systems, a wading pool
driniking cup for young children. Uiiless a portable pool is
used as an outdoor bathtiub for oiie person, it provides a
Superior means of transmission of infectioiis diseases.
~ For swimming activities the ratio of staff members to chil-

age and group size, and the staff should incliude individuals
with competence, and preferably with certification in ad-
vanced water safety and cardiopulmonary resuscitation
techniques. All staff, volunteers, and other adults who are
counted in the adult-child ratio for swimming activities
should have successfully completed basic water safety instruc-
tion from a certified water safety instructor.

6.2.E Guns

Children are naturally curious about all objects in their

environment. Guns are kept by adults for many reasons, in-
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cluding recreational use and self-defense. The risk of a gun

accident involving a child must be weighed against the reason
for the gun to be kept at all. Many fatalities have occurred

because of children having easy access to a gun. Other secur-
ity systems such as alarms are far preferable.
However, day care programs are located in homes and in

areas where adults may keep guns. If guns are permtted

strict rules are needed to prevent children from gaining ac-

cess to these weapons and the equipment associated with
therm. Such rules inclide:
¢ No loaded gun should be perm;ttedm a child care facility.

. Store ammumtmn in a locked enclosure separate from the

s Secure the gun W1th a tngger lock that can be removed

only by using a special key or wrench: The wrench or key
should be locked up separately.
* Remove the firing pin from souvenir guns:

6.3 Emergency Preparedness
6.3.A Disaster Planning

Planmng for evacuation in the event of fire, flood, tornado,

sudden loss of heat or air conditioning, or other disaster is

essential. Fire emergency plans should include use of direct

and alternative exit routes and practice of evacuation drills

at different times of the day, including nap time:. Drills should

be held at least once a month: An alternative shelter should

be_arranged to which the children can be taken and parents

informed of it in advance: Daily attendance records and the

information necessary to reach parents must be mamtamed

in a portable fashion so that these files can be removed with

the children and staff as a part of the evacuation procedure.

Assignment and instruction of staff members should ensure

safe evacuation of all the children to a prearranged location

inside or outside the facility within two minutes of an unan-

nounced alarm. The chain of comma1d and duties of staff

members are best worked out in advance so that it is clear

who will verify that the evacuation is complete, who will
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notify the rescue or fire authorities, who will contact the
parents, and how the security of the facility will be handled.

F1re extlngulshers in workmg order should be avallable
should be conspicuous and unobstricted. Emergency lights
must be functional and located so that exit routes are illumi-
nated in an emergency.

The standards of the National Fire Protection Association
Life Safety Code appropriate to the type of facility should be
applied by a qualified building or fire inspector to assure
identification of correctable hazards. Inspectors can be very
helpful, niot only in identifying problems, but in suggesting
solutions and informing program administrators of resources
to implement the solutions. Evaluation of heating systems;
electric wiring and appliances, and cookmg _equipment
hazards requires technical competence that is often outside
the province of child care personnel.

6.3.B Individual Emergencies

No matter how safety conscious the staff members and
¢! :ldren become, some injuries will occur. Most will be minor,

tion. Because the principles of first aid are easily learnied by
E:érégi\?éi'é and children; these measures should be included
m staﬁ' trammg a.nd the ch11d care curnculum Extenswe,
often emphasize survival skills that exceed the ,re'qulrem,ents
of most day care settings. However, the special first aid ap-
proaches that are appropriate for children should be taught
by a c'ompétént héélth p'r’of?eééib’nél (Sée Apj:iendxiz V1.6 for

use.)

Staff members should be able to reach parents (or persons
specified by the parents) at any time to report an emergency.
The child care center shoiild have on file the names and
tél?‘phbﬁé iiiiﬁibéi‘é (ét hﬁiﬁé ﬁ.ﬁd ét Wbi‘k) bf liidlihdiiélé re-

nel to ver1fy the emergency contact person '8 avallablhty and
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willimgness to serve by trying to call the telephone numbers

provided. Emergency information should also include the
name and telephone number of the child’s usual source of
health care. Because these facts change from time to time,
it is important to update the records periodically, at least
every six months. When an emergency occurs, all of this
information should be easily accessible. If trips away from
the day care facility are taken or transpurtation is provided,

emergency information must be with the adult who is respon-
sible for the children;

Emergencies are best handled when there is a clear chain
of command: someone must call for transport to a source of
emergency medical care; someone must notify the parents;
someone must accompany the child; someone must attend to

the needs of the other children in the group who witnessed
the child’s injury. The caregiver or designated adult who is

responsible for the child must be able to stay with the child
until the parents arrive to take over. Parents cannot give
informed consent in advance for medical care in emergency
situations because the nature of the medical care that might
be required is not known. Although many doctors and hospi-
tals provide care without parental consent, they are not pro-
tected legally unless the situation is life-threatening. Parents

should be informed when the child is enrolled that their
whereabouts must be known at all times.

_ The prevention, control, and management of injuries in

day care is based on careful planning and cor tinual updating
of procedures and contact information. When an &ccident hap-
pens; often much can be learned about prevention from the
way in which the accident occurred and the way it is handled.
Injury reports should be filed in a central location as well

as in the child’s record (see Appendix VI1.7). Periodic review

of the reports will reveal incidents that occur repeatedly and

must be prevented by modification of the facility or proce-
dures. Staff and parent responses to emergency situations
ehould be reviewed to reveal deficiencies that require more
training and information to be eliminated. Expert help from
the community may be necessary o assist with planning,
training, or correction of hazardous situations. Physicians,
nurses, public health authorities, and fire safety and civil

defense personnel should be willing to act as consultants.
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Chapter 7
HEALTH TRAINING FOR CHILD CARE
STAFF

7.1 Who W-=iks In Child Care

_ Instruciors who plan training curricula for caregivers

should be aware of the diversity of individuals who work in

child care programe. Child care staff persons originate from

two sources: some are graduates of two- or four-year colleges

and Master’s degree programs; others are paraprofessionals
who have ascended the child care career ladder through inser-
vice training."? Undergraduate courses designed to prepare
college students for child care work are found in departments
of early childhood education, home economics (or human ecol-
ogy), psychology, and social work. Paraprofessionals partici-
pate in on-the-job training at community colleges, in courses
supervised by a national credentialing system called the
Child Development Associate Consortium,’ in training pro-
grams arranged by employers or funding agercies, and in
individually designed activities at the child care center where
the staff member is employed. @~ , U

Women constitute the majority of child caregivers, although
the number of men in the field is slowly increasing.#® Most
have some education beyond high schocl and almost all are
grossly underpaid by any standard. Despite their edwcation,
training, and responsibility, child care workers are among
the lowest wage earners in the country with few, if any,
fringe benefits.® Salaries, which are freq-:ently below the pov-
erty level, contribute to a high turnover of staff members
and a decrease in the quality of care. It is not unusual to
have half the staff turn over every two years. Because new
personnel are constantly being oriented and trained, ediica-

tion of the staff ir: child care programs must be continuous.
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7.2 Wants versus Needs for Training

phasizes the “whole child;” these topics are largely ignored;
there is no textbook or specific set of materials that treats
health, safety; and nutrition in day care adequately,; and few
curricula have established courses to prepare the student to
deal with them. Instructors who want to incorporate child
health issues into their training presentation must gather
materials, extract relevant information; and synthesize read-
ings for the students. The unmet need for information on

these subjects can be filled by pediatricians who participate
in day care training courses given at selected day care sites;
at a sponsoring agency community roora; and at a local com-
munity college classroom. = _ .

Workers in child care need to know how to promote health
and safety in the child care setting—and how to do it with
few financial resources and usually with no health profession-
als on the site. Child care staff members hav~ to know how
to deal with common health problems (from chicken pox to
bruises), how to obtain health professional services when they
are needed, and how to maintain standards of health and
safety which protect children from injury and illness. Job-
related stress and the absence of tangible rewards for good
performarice are challenging obstacles to the development of
the expertise required of adults who have so much responsi-
bility for care of young children. A

Often, child care workers want to focus on training in the
areas that cause them anxiety, even though they may need
training in other areas as well. Adults who come to work in
child care are generally eager to learn, although they usually
bring with them the mixture of old wives’ talés and health
beliefs they learned in their own childhood and from their
life experience. They recognize that because parents look to
them as child care experts, they must learn as much as they
can to do their job well. Caregivers want information about

' recognition and management of infectious diseases; they also
need to know about mweasures which will help prevent such
diseases from occurritg in the first place. Caregivers show
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great interest in learning first aid, but they also need to
learn how to recognize and reduce hazards which cause
injuries. ' e N

Many caregivers are fascinated by medical techniques. For

example, it is not uncommon for caregivers to want to lear
cardiopulronary resuscitation although they do not know
how to handle lacerations properly. Chiid care staff members
believe that they need a medical authority to specify the
criteria_used to determine when sick children should be
excluded from and readmiited to day care; they want to know
what commercial product kills germs and how to use it on
toys and surfaces; how to get information from doctors that
is helpful in planning care for the chiid; how caregivers can
stay well. These issues are important. Some of them can be
addressed by a member of the child care staff who has been

trained by a medical expert; others should be explained by

a health prcfessional directly. Once the facts and the

rationale governing good health practice have been made
clear, the child care staff and the parents of children in the

program must evolve the policies appropriate to the specific
child care setting. S 7
__ The designer of a training program has to keep in mind

the distinction between the training that is wanted and the
training that is needed: To capture the intersst of caregivers,
some of what is wanted must be addressed, but what is
needed must also be included. The program should be aimed
at areas of concern to the trainees, whether the training is
for students who are not yet employed or for child care work-
ers on the job. The scheduling of sessions is slso important.
Courses for employed caregivers in a collsge setting are best
given in the evenings or on weekends. If the training is to
take place during child care hours, the two-hour nap period

in the early afternoon is usually used when substitute
caregivers can supervise sleeping children: Some adminis-
trators set aside certain days annually in which the care

program is closed for staff workshops and inservice training.
Because of the burden that lack of day care services places
on working parents; the nap-time; evening; or weekend times
are most commonly used. Use of these periods represents an
infringement on caregivers’ precious personal recovery time:

The contribution of the participants in relinquishing their
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time deserves recognition, and tﬁoughtfui planmng is obliga-

tory tc minimize the stress they incur.
7.3 Topics to Cover in Training

. Although some staff members, especially in large day care
centers; may be hired for spec1fic duties and instructed in
their performance only, it is usually desirable to design a

training program that surveys the broad range of topics fun-

damental te expert day care service. The health professional
who is called upon to contribute to the training program
should be sure that the following health and safety topics
are included:
Child health: Relationship to iearning ability
Relationship to health in adulthood
Health assessment:  Description of routine methods
What is usually found
Scheduling health assessments
Function of routine health care in
tracking development and preventing
illness
Screening to find specific health
problems
Early detection as an aid to prevention
and treatment
Evaluation of nearing; speech v1s1on,

and dental problems
Health records: Information to collect
How to store it and how to use it
Problems of access; confidentiality
Transfer and chsposal of records
Access to health care How to get health care in the

services: community
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Health policies:

Nutrition:

Dliness:
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Where day care administrators can
find advice and service
Using health consultants
Working with health professionals as
part of the child’s health care team
Obtaining care: parental versus staif
members’ responsibility
When are they required?
Observation to assess behavior and
development
How to locate and use mental health
services
Evaluation of the health component
of child care

Setting and communicating standards
for healihy behaviors

Health education for children and
parents

Resources and personnel for health
education

Written health policies and procedures
for all hiealth-related aspects of the

Good nutrition for children at different
developmental stuges

How to implement good nutrition in
day care for infants; toddlers;
preschoolers; and school-aged children
Food preparation; snack and meal
service

Nutrition problems

Recognizing symptoms of acute illness
Managing the sick child

o +:18
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Administering medication
When to call a health professional
Caring for children with chronic
ilir: ~sses

Infection: Infectious diseases to wbich children
are susceptible
Why ear infections are common in

How infectious diseases are
transmitted

Child saré as a factor in the risk of
infection

How to prevent and masnage infectious
diseases in the child care setting

Practical procedures to solve problems

in containing infection

When and who to call to report an
infectious disease problem

Sources of information about _
infectious disease for program staff.

S‘aféty: Prevention of i uuury through hazard
detection and elimination

Prcmoting safety without limiting joy
or making a lot of extra wark

Recordmg and reportmg mgunes
First aid

Emergency preparedness, emergency
contact and consent forms

Arrangﬂ-ment for contacting parents

in emergencies
Disaster pht.s
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Minimizing risks: secking help frem
community resources
Children with How to care for them
disabilities: 7 How health professionals help
' Stecial needs of parents of children
with disabilities
Abused and ~ Recognizing abuse and negleut
neglected children:  pe rting cases of abvse and neglect
Fuuding belp and handling feelings
Dealinig w.th families under stress
_ Some materials and sources useful in developing training

for child care workers are listed in Appendix VI.1.

7:4 Methods of Training

_ Methods of training vary from informal instruction by vis-
iting experts to planned classroom sessions. One of the least
expensive forms of staff training is the exchange that takes

place between state licensing personnel and caregivers during
the on-site visits that are a part of the licensing process.
Under the watchful eye of an inspector, caregivers think
about correct procedures and try to conform to the require-
ments being used to measure their performance Veteran
licensing inspectors and the monitors sent by state and
municipal agencies offer comments and suggestions that are
regarded by caregivers as helpful. In general, child care staff
members are eager to do the right thing when they know
what the right thing is. ) o .

_ The approachi used in formal coursework is as important
as the content. The first step in planning a successful pro-
gram is to assess the needs and wants of the group to be
addressed. Needs may be determined by data gathered from
the students at the beginning of a course, or, for staff mem-
bers of a particular child care program, by a review of licens-
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ing data or by an evaluation of current practices in use at

the care center. Information can be gathered by using ques-

tionnaires and on-site observation routines that have been

developed to assess the adeguacy of the health component of

child care progi'ams In 1nany states observers use checklists

based on the requirements of licensing regulations. However,

these checklists are not an adequate test of what caregivers

need to know becanse the licensing regulaticrs represent only

minimum compliance with protective requirements, not the

full range of desirable practices. Further exploration is neces-

gary. A questionnaire should outline the general issues rele-

vant to children’s health care and ask potential trainees to

rank their pnonues among the toplcs The questionnaxre

should aiso provide an opportunity to suggest additional

topics of concern: Group discussions should focus on problems

and areas of uncertainty that the trainees want to discuss:

stng data gathered from the assessment, the instructor

can refine the training pian: Although it may be tedious to

write out a detailed plen for each session, the quality of the

training wiil be much improved by the discipline of such

preparation. Lesson plans shnuld include objectives, concepts

to be covered, methods to be used, materials and equipment

required, the timing for each activity, and a plan for the

evaluation of each activity. Evaluation plans should be tied

to behavioral objectives wherever possible. (See Appendix

VII:1 for a training plan form.)

On-the-job training is enhanced when trainees have an

opportunity to teach the techniques that they have just

learned: Supervisors can be asked to provide a scheduled

0pporti1mty for the student to “teach back” the material cov-

ered in a session to coworkers who did not attend. Teaching

peers reinforces learmng and provides an oppertunity for dis-

cussions that result in practical suggestions for change.

An effective technique for starting training sessions is to

ask the participants to introduce themselves and state their

expectations of the training experience: This “warm-up” time

pays rich dividends by revealing to the instructor the hidden

agendas and priorities of students: Using name tags with

first names for everyone, including the instructor, is usually

welcomed by child care personnel. It is particularly helpful

when a physician is willing to be called by her or his first

name: The warm-up activity should be followed by a review
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of the agenda for the training period so that students are
clear about what is planned for them. . )
Teaching methods that are most likely to produce be-

havioral changes are those that involve the student in some
active way. For example, during discussions of playground

safety, trainees can be asked to evaluate and suggest afford-

able safety modifications for their own playground or for a

neighborhood, using information on hazards and safe play-
ground design provided by the instructor. A demonstration
of correct hand washing technique is an effective training
method, especially when it is followed by student hand wash-
ing before refreshments are served. There are topics, however,

that do not lend themselves easily to hands-on learning
techniques. To cover these, instructors often resort to the

lecture method. Although lectiires are an efficient way to

communicate facts, they are the least affective way to accom-
plish behavioral change. It is better to develop the material
through group discussions which draw on personal experi-

ences of the trainees. Audiovisual aids (films; slides, hand-

outs, demonstrations) should be liberally used; but they
should be varied and not prolonged. (See Appendix VIL2 for
Medical Terms handout.) Pacing of the training to limit pas-
sive activities to no more than 30 minutes at a time is a
good idea:

7.5 Physical Environment for Training

The setting in which the training is conducted is important

to the outcome. The students’ attention and involvement are
enhanced by having seats arranged in a semiicircle with as
few additional rows of chairs as possible. Where available,
tables help to keep handouts in view and provide a surface
to lean on. A horseshoe-shaped arrangenient of tables is most
desirable: The ideal group size is between ten and 20 trainees.
Fewer than ten may produce too little input for lively discus-

sions. More than 20 makes individual participation difficult.

Except when the group is so large that there is nio alternative,

classroom-style seating in rows should be avoided. Good light-
ing, comfortable chairs, and comfortable room temperature

also help in effective training.
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7.6 Health Professionals as Tralners

Many health professionals can be health trainers for child

care personnel, but some will be better than others: It takes
a certain amount of showmanshlp to be an effective teacher.

Additionally, it helps if there is an opportunity for repeated

contact between the trainer and the students. Learning then

becomes continuous; students can keep up with changing

knowledge and deepen their understanding of health and

safety issues. Because local providers of health care are more

likely to be available for continuing contact, they are a poten-
tial source of good trainers.
Few day care programs can afford to pay much if anything

for the training their staff members need. Many programs

depend upon health department nurses or pediatricians who

care for some of the children in the program as sources of

donated or low-cost training. However, day care personnel

pay richly in gratitude for any health professional input:

Whether practitioners are paid or contribute their time to

provide training to child care staff, their reward comes from

the knowledge that many children are likely to benefit from
the information they impart.

" Cambridge, MA, Abt Books, 1979; p 213

2. Devine-Hawkins P: Family Day Care in the United States. DHHS
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Chapter 8

THE HEALTH PROFESSIONAL AS A

HEALTH CONSULTANT TO DAY CARE

PROGRAMS

8.1 Introduction

_Health professionals may play many roles in community
child care and day care. In practice; as child or family health
consultants, they may counsel parents about ‘educational and

ment of children in the home and out of it. They may resolve

problems directly or recommend specific resources from which
help can be sought. They may teach child development; child
care, and child rearing. Health professionals may also work
or lobby for improved child care and day care facilities nation-
ally or in their local communities. In_ addition; they may be
asked to act as consultants to family day care providers,
center staff; or agencies. Some of these roles may be unfamil-
iar ones for health professionals trained to work with indi-

vidual patients and families.
8.2 Counseling Roles
ﬂeaith professmnais may be asked for advice or informa-

or for bread guidance in makmg a day care center an opt;mal
environment for the healthy development of children. In a
program already in operation, the health professional may
find himself or herself the sole source of advice or one of a
number of consultants prov1d1ng help. The consultant may
be asked to speak with caregivers about the physical or men-
tal health of a child or to talk with the child’s parents. There
may be a need for group discussions with parents or staff
members about issues of general interest. Administrators
might want the health professional’s assistance in revamping
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health maintenance procedures, implementing a plan already

in hand; or training staff members responstle for executing

one. A health professxonal whose child is m the program may

'Health professlonals are also called upon as consultants

when a care program is in the planning stage. In this case,

there is an opportunity to institute good health practices
from the beginning and often to see that the physical facilities

are modified to support them: The health professional may

be _the best person to plead the case of the day care center

before community agencies whose cooperation is needed:
8.3 The Health Component and the Health Consiiltant

Almost everything that goes on in a day care center and

almost everything about the center itself affects the health

of the children it serves: The health consultant has to define

the aspects of care; activity, physical maintenance, and ad-

ministration that relate to the prevention of illness and in-

jury, the management of both, and the enhancement of the

child’s development, treating these as the “health component”

of the program that is his or her province. @~
Each health professional will subdivide the health compo-

nent differently; but every consultant’s list should cover:

1. Health services—screening, medical evaluation, and
treatment S

. Special 'sei'héé’g;fgi 7§ljrii&§§ﬁigv}tpiqxfsa}y};t@si or chronic
. Health records for children, staff, and volunteers

. Health and mental health education for staff, parents;
and children
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. tion and playground safety

10. Nutrition

11. Health policies and procedures -
12. Linkage with community resources for health care

127

\D [
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Few, if any, health professionals are experts in all the
areas that comprise the health component of child care. As
a rule, a practitioner who is consulted should give advice
about the things that he or she is qualified by training and
experience to judge, calliiig on other comintiity professionals
for counsel when the need arises. (See Appendix VI.1 for a
list of typical community resources to which health consul-
tants can go for information, and Appendix VIII for additional
readinig on the gereral aspects of day care.)

8.4 Acting as a Health Consultant: Preliminary Steps

The first step in the consultative process should be the
matching of the priorities of the consultant and the personnel
at the child care facility. An effective consultant listens care-
fully to what is said about the needs of the program but also
looks for themes underlying: the consultation request. Is there
some problem that is not being verbalized and is there a
“hidden agenda”? An understanding of the philosophy of the
program, its staff, and the roles and relationships of its per-
sonnel is essential for successful consultation. The planning
and implementation of good health and safety practices re-
quires close cooperation and mutual understanding between
the director and staff of the child care facility and the health
consultant. In addition, the consultant should be cognizant
of the lifestyles of the families served; the parent-child re-
lationships within these families; and the relationships be-
tween the families and the personnel at the care center.
_The consultant should determine; at the outset; what the
directors of the care center hope to achieve. Unrealistic expec-
tations can doom a consultation to failure. Are the issues or
problems specific or is the consultation meant to effect gen-
eral improvement? The health professional should find out
who will be the “contact person” from the center with whom
he or she will work, whether this individual is responsible
for the health component of the program; and whether any
other health specialists are already involved. If the consul-
tant’s services are to be paid; the financial arrangements
should be settled. Finally, the health professional and the
contact person should work out a mutually satisfactory plan
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of action; determine the form in which the consultant will

convey recommendations, and decide who will be responsible

for acting upon them:.

In initial meetmgs with the director or the staff member

who is the contact person, the consultant gathers background

information about the program by askmg questions about

the : servrces, the staff, and the parents and children involved.

Brochures or handouts distributed by the center should be

read and a review made of the existing health policies and

programs: The consultant ought to explore the relationship

between the care center and the community at large:

. Having ascertained the nature of the care facility, the

health professional ought then to investigate the health care

resources available to it in the community. Is there assistance

that can be rendered by private physicians or other health

practitioners, or by public clinics, health departments, com-

munity health and mental health centers, or dental pro-

grams? What about the efforts of service clubs and other

public and voluntary groups? In making his or her recommen-

datlons, the consultant should be aware of community ser-

vices already in place and avoid suggesting duplication. He

or she ought also to become familiar with state and local

licensing requirements; especially in the areas of health, nu-

trition or feeding programs, sanitation, safety, and caregiving

personnel. Requirements; in written form, are available from

state or county departments of health; social service; or

education.
At this point, the consultant is prepared to meet with in-

extend h15 or her mvestlgatlon In conversing with adminis-

trators; directors or trustees; staff persons, or _parents or rep-

resentatives of the Parents’ Group (if there is one), the con-

sultant should listen to their view of the facility’s philosophy,

polmes, and procedures; always seneltlve to the attltudes

the ‘program and their skﬂls, tﬁe consuitant ‘should find out
with members of the medical coimgmgtyjjge _public health
nurses; nurse practmoners, or primary care physicians. Is
there a parent who is & health professional?



108 The Health Professional as a Health Consultant
8.5 Planning and Implementation of a Health Program

The success of any health program encompassing preven-
tive principles is contingent on the cooperation of the admin-
istration and the staff of the child care program For this
reason every effort should be made to plan 1nexpenslve and
easily implemented procedures:. One person_in the program
must be designated as the individual responsible for the health
program Although this person may have other respon-

countablhty for health matters must be clearly asmgned to
one staff member.

Definable health goals, a method for evaluatmg health pol-
icy in relation to the goals, and methods for implementing
necessary changes are essentlal 'Child care programs prov1de
ing children and their families. Improving health care begins
with the identification_of existing problems; and screening
procedures can be used as a first step in this process. The
problems that screening doesn’t catch are likely to appear tc
caregivers_or parents observing the children in their ac-
tivities. With this in mind; the consultant helping in the
development of a health program should recommend the
following:

1. Someone on the staﬂ' of the child ‘care program should

2. Health screenmg and management plans should be tal-

Ei‘biiﬁ with attention paid t’d, socio-economic status and
ethnocultural patterns. Any plan should either bring ser-
vices to the children or the children to the services in a
way fitting parents’ working hours, finances, and ability
to cope with the local health care system.

3. A plan for the training and involvement of staff members
should be developed to assure their access to pertinent
health information. _

4. Parents should be involved in all decisions relating to the
health o the children, whether in the area of program
planning or problem-solving.

5. Staff members should penodJcally review the health

program. L
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For medical services for the children who do ot have their
own physician, a liaison with a private or public clinic or
health service group that has an on-going screening and pre-

ventive program may be worthwhile. This liaison may pro-

vide basic care for children unable to secure private care.
For all children; screening procedures are not always avail-

able in private offices; e.g:; audiometry, assessment of visual
acuity, anemia screening and specific developmextal testing.
The consultant is in an excellent position to recommend
screening resources in the community as well as resoiirces
for follow-up and remediation if the families are unable to
- find appropriate resources on their own. The consultant’s
knowledge of the health care system and community re-
sources will be of great value to child care administrators
and staff members unfamiliar with the health scene,

8.6 lliness, Emergencles, and Safety

The health consultant will become involved in the contro-

versial issue of the handling of the child Who is brought to
day care with a minor illness or becomes ill diring the day.
Policies and procedures will vary from facility to facility and
community to commun ty, depending on many factors includ-
ing the physical facilines, staff attituder, and capabilities; -
The support available from the medical commiunity makes a
difference in what can be done and so does the attitude,
resources; and availability of the parents. A number of day
care centers have developed creative plans for coping with
this problem, such as a cadre of parents or grandparents who
agree to volunteer as babysitters for the sick child in the

child’s own home. Finding alternate sources of child care for
children excluded for longer term health reasons is another

problem faced by many consultants. (See Programs for Sick

~ Child Care in Shapter V, Section 5.7.C.)

_ The health consultant should assist the child care staff in

1. Identifying at least one member of the staff who is either
knowledgeable, or willing to be extensively trained in first
aid procedures; This could be the person who is responsible
for the total health program or another miember of the

staff. All child care personnel should acquire a rudimen-
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o

tary knowledge of first aid and the treatment of minor
injuries.

. Developing a written policy and standing orders for han-

dling minor injuries, i/inesses, and special health prob-
lems. Written pohcles relating to emergencles should deal
with issues such as parental permission for emergency
care, consent forms, transportation, and available physi-
cians, chmcs, and hospltals

. Planning for medlcal or nursmg backup for chﬂd care

clinic, or nurse should be avax.able for telephone consulta-
tion at all times. In some communities, several centers
join in funding one nurse or nurse practitioner:

. Establishing criteria for the exclusion of sick children and

considering alternate child care options for children of

working parents if exclusion is deemed necessary. Parents

should be informed of these criteria prior to the enrollment

of their child in the center or program.

: Developing policies and procpdures for the admissicn and

care of such ill children if it is legal i a particular state:

Include the allocation of appropnate space to assure the

sick child comfort and privacy under supervision of an

adequate number of trained staff members (including

caregivers whom the child knows), the establishment of

standing orders relative to medications, and the develbp-

ment of guidelines concerning parent and/or volunteer in-

volvement.

. Developing criteria for the accep. .nce of children with

disabilities into the day care program and guidelines for

their special care:

;. Defining the roles of parents staff, and administrators in

planning and implementing health and safety policies and

procedures:.

. Establishing basic sanitation and safety standards for pro-

viding a safe and healthy environment (higher than

minimum licensing requirements) and arranging for

evaluation and reevaluation to be sure these standards

are met.
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8.7 Health Policles and Instruction for Staff Members

_ Staff members of a day care center assure the health of

the children in two ways: they maintain their own health

by good practices that serve as models for the children to

copy; and they adhere to procedures that limit the spread of

infection and promote safety. The health consultant should

assist administrators in spelling out the policies and training

agenda that make staff members effective health promoters.

A statement should be developed covering the standard of

personal health required of caregivers. It should specify the

~ard PR TP | Y S, AR SN T S

healtk screening to be used; schedule for physical examina-

tions; and criteria for exclusion or mandatory remediation.

There may be special arrangements for health consultation,

and the policies frr sick leave and maternity leave should

be_determined. .
The health professional can describe the subject matter

that ought to_be coaveyed to the staff in training sessions

(see chapter VII). Caregivers must have a clear idea of what

to watch for as signs of health and illness and clues to abuse

or neglect. Instiniction should make them confident about

responding to injury; sudden illness; chronic health problems,

and disabilities. They should know when to call for outside

help. A well-planned training course embracing this material

can prepare staff members to act as auxiliary health

educators for the children and their parents:

8.8 Advising Staff Members Caring for Very Young
Children

_ In addition to assisting the child care staff in programs
offering care for older children, the health consultant to facil-

ities providing child care to infants and toddlers should assist

the child care staff in

[y
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1. Developing written policies and procedures for infant
safety, the care of diapers and designation of separate
dlaper change areas, type and method of feedmg, clothmg

2. Estabhshmg a plan for daxly health appralsal of the in-
) fants by the staﬁ‘

with a visititig nurse or with a health fac111ty

8.9 Mental Health Consultation

Many health professionals do not feel prepared to serve as
mental health consultants and would be more comfortable
calling in someone with special mental health expertise when
this kind of advice is needed. The following are potential
sources of mental health support for the consultant and for
thie program:

1. Private community resources

a. Pediatricians, family physicians, and nurse practition-
ers W1th speclal interest and training in child develop-

b. Child psychiatrists and child psychologists

¢. Social workers and family counselors

Mental health services, child guidance clinics s:d family

gervice agencies

. Child psychiatry and pediatric divisions of medical centers

anrd children’s hospitals

Religious organizations and community service clubs

Public school departments

Colleges and universities

a. Early childhood education and child developraent pro-

. grams

b. Psychology, education, guidance and counseling, and
social work departments

134
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8.10 Health Education

_ A child care setting offers almost limitless opportunities
for health edvcation. After consulting with the staff and the
administration; a health professional can make specific rec-
ommendations for health education curricula for children,
staff, and parents. Topics to include are child development;
parent-child relationships, behavior management and disci-
pline, nutrition; dental health; physical fitness; safety; special
needs of the child with aléébllltléé, and disease prevention.

director or to whomever is. designated as the health person
or health advocate within the facility or program. By calling
upon community agencies for guest spe.kers, kandouts; and
ideas for activities, the person in charge can design a rich
and creative program.

8.11 Summary

The health consultant to a child care program should talk
with everyone involved with the facility but must have a
link to the administrative authority so that his or her recom-
mendatmns can be implemented. This should be made clear

fruit. In this kind of consultatlon, the ablhty to listen and
offer advice on the topics the health consultant deems i impor-
tant as well as those the care providers specify will determine
success or fajlure.

The consultant who prepares himself or herself for the task
will also be most effective. A good consultant, whether coming
in for a single visit or several, will read & any written material
supplied by the care center and will give some thought to
the community it serves, to state and county hcensmg Te-
qmrements and to the health resources available in the

The effective consultant will also ask to meet with staff
members and representatlve parents rather than just an a&-
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abuse on the part of the program adm1mstrators and staff
members.

Throughout this chapter the importance of one staff mem-
ber serving as health coordinator or health advocate has been
emphasized. Care centers that cai afford a part-time or full-
time health professional to tdke this respoiisibility hiave the
best opportiiiity to develop a strong health component.

In the past, heslth professionals have not been trained to
serve as consultants to other than medical programs. Aware
of the growing nuimnber of children whose health is affected
by day care, mainy physicisins in charge of pediatric training
programs are incorporating experiences that will prepare
practitioners to advise caregivers. Ini some parts of the coiin-
try, local pediatric committees and task forces are beginning
to work with child care and early childhood education organi-
zations such #@s the National Association for the Education
of Young Children and its local affiliates to provide the kind
of health care that each child needs and all children should
enjoy.
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Chapter 9

_ DAY CARE REGULATIONS, HEALTH

POLICIES AND THEIR ADMINISTRATION
9.1 Introdiiction

All pediatricians volunteering to serve on a local health

advisory council or preparing to provide consultation to a
child care facility, to advise & family regarding the use of
day care, or to represent a medical association in advocating
day care legislation; regulations, and licensing should under-
stand the organization of the day care system nationally and
in their own state:. They should recognize how they can con-
tribute to raising the standards for child care through the

role they are about to play:
9.2 Status of Day Care Regulations

At the present time there are no federal regulations di-

rected specifically to the general health of children in dey
care. Although federal regulations have been developed, they
were suspended in 1980. The decision to hold back is related
in part to the valus placed by the federal government on
family privacy and parents’ responsibility for child rearing.
The federal government does, however, heavily subsidize day
care for low-income families and provide tax credits for mid-
dle- and upper-income working parents who use day care.
Project Head Start i & federally subsidized comprehensive

developniental service for preschool <hildren from low-income
families which has developed and continues to provide pro-

gruia performance standards for each child’s growth and de-
velopment. These performance standards are available to any
group providing preschool child care programs.’

Licenuing is the responsibility of state government: Licens-

ing reduces the chance of harm to children in out-of-home

care. Legal en‘o:cement is a mechanism for correcting de-
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ficiencies: The choice of agency to develop licensing standards

varies from state to state. In many states, the responsibility

is assigned to the state’s social service agency or a special

office for children. In other states, it rests with the Depart-

ment of Health: There is great need to increase the specificity

of day care regulations that pertain to the promotion of the

health of children and staff members and to the prevention

and management of injury and illness. The minimal regula-

tions currently in effect in many states allow varied interpre-

tations and great likelihood of poor health practlces These

may result in dysfunctional social behaviors in the child,

frequent minor and occasional severe injuries, presence of

preventable illness, and spread of contagious diseases.?

Every state requires licensing of day care. Some states do

not regulate or license family day care, and some exempt

care that is church-sponsored. Regulations have been de:

veloped primarily to protect children from physical and

psychological insults: In personal health, they govern man-

dated health examinations for children and staff, immuniza-

tions, nutrition, and exclusion of children from care. In en-

vironmental health, the repulations relate to sanitation,

emergency procedures, and safety3 Although they continue

to be revised and improved, regulations are still less precise

than some health professionals would like and are still some-

times illogical, inappropriate for unique programs, and costly

to meet: Aware of these imperfections, knowledgeable profes-

sionals work for changes and emphasize that regulations

should be reviewed at least every five years to respond to

new knowledge.

The most pressing need is for regulations that apply to the

care of very young children because the demand for day care

for the infant and toddler is now growmg rapidly. Currently,

there are very limited regulations in most states for this

group of children: Because of the infant’s particular sensitiv-

ity to environmental input, licensing standards and policies

for thIS group require constructive thought and action at this

time:*
Federal legislation regarding components of child care is

generally intended for the improvement of care. How it is

implemented in the states may affect day care subsidies, e.g.,

Title XX. With new federal legislation, new state statutes

must be developed; old ones may have to be amended, and
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new mgulatlons must be mtten; tralmng for hcensmg per-
sonnel and educatlon of chlld care pgoy;gg{s and ‘parents
nationwide activity fol‘owmg the recent passage of leglslatlon
responding to cases of child abuse in child care settmgs (Pub-
lic Law 98-473) is a good example of .this process.®

9.3 The Role of Licensing Personnel

Licensing agency staff members have traditionally inter-
preted day care requirements and helped day care operators
to comply. It is important to know the qualifications of licens-
ing personnel in one’s own state and to what extent they are
able to provide training and technical assistance as well as
perform their licersing function. Usually these staff persons
need training in the same areas as the child care providers.
It is also important to know in one’s own state how often
licensing personnel are able to visit care facilities and
whether tlhiey inspect day care programs that are required to
be registered but not licensed. (In some places the latter may
not be visited at all.) Reduction in funds may increase the
voliime of work required of a licensing worker, decrease qual-
ifications required for the job, limit the number of visits, and
rediice the opportunity to provide training and technical as-
sistance to child care providers.” In many states local health
department sanitarians may apply health codes developed for
other institutions to day care settings. Such conflicting re-
quirements should be avoided. In some states a visit by a
health professional to day care programs is not routine. In
these states, an mspector may go to a day care facility only
when a complaint is received.

9.4 Health Care Policles
Health care policies are a recorded documentation of a
definite method of action developed by a single center; a

group of centers, or even a designated community group. The
policies should be designed to protect and promote the health
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of the children in care. ,Toplcs to be covered are essentially
those listed in Chapter VI, Section 7.3.
Every child care facility should adopt a health policy. State

standards; rules, regulatlons, and récommendatlons may be

used as a base. In some communities day care health policies

are not only more specific than state licensing requirements,

but demand the institution and maintenance of a higher qual-

ity of care. These policies usually reflect the community’s

understanding of the importance of a health component in

day care and sometimes reflect the attitude of a health advi-

80ry committee.
The health. advisory committee may be a standing commit-

tée of a child care agency board, an ad hoc committee, or a

community health council supervising a number of day care

programs. Its membership should include parents who use

day care, practicing physicians; public health nurses, building

inspectors; representatives from the local health department,

fire marshall’s office, the consumer safety association, and

others who are knowledgeable and interested: A standing

committee is preferable to an ad hoc committee as pohcxes

require periodic reviews and revisions. Its leadership is crit-

ical and requires a person committed to the importance of
day care of good quality.
A staff person with trammg in child or r public health should

be designated by each program; whether small or large, to

implement the health policies that have been accepted by

the governing body of the child care program:. This person

should have access to local and state health consultants as

well as the health advisory committee. The staff person

should be directly responsible to the chief administrator of

the program. In a small program, the program director might

be the staff person responmble for the administration of

health policy.  __
Individual physicians and state medical society representa-

tives shoiild be advocates for day care legislation that pro-
vides specific regulations supportive of the health of children.

Physicians are also strongly urged to offer gtn&ance for the

development of these regulations; to partlclpate in the estab-

lishment of health policies, and to assist in the training of
the personnel who implemert them.
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APPENDIX 1.1

_ THE PEDIATRICIAN'S ROLE IN

PROMOTING THE HEALTH OF A PATIENT
iN DAY CARE*

_ Amierican families have changed: More mothers are work-

ing, and more young children are being cared for cutside the

home. The stresses inherent in this sociologic change are
great. : o
Pediatric practice has also changed: Increasingly, pediatri-
cians are involved not only in the medical care of the child,
but in the ecologic system in which the child exists. The
pediatrician has traditionally worked with parents and chil-
dren to promote healthy functioning; which encompasses the

physical, emotional, cognitive; and social health of the grow-
ing and developing child: Now, the pediatrician must expand
this role to include working with significant other adults whe

interact closely with the child who spends much of the day
away from home. In this way, the pediatrician will contribute
to the promotion of the child’s general well-being, and some
maladaptive behaviors will be prevented: L

Parents and adults whom parents delegate to provide child

care on a regular basis have the greatest responsibility for

children. With increasing numbers of single-parent families

and families in which both parents work; there is a greater

use of the variety of alternative caregiving arrangements

involving adults who are neither parents nor relatives of the
child. Effective communication among the child’s pediatrician

and regular caregivers is more difficult to achieve than in
the past when parents provided most of the child’s care. When

developmental irregularities or a chronic illness are a con-
cern, it is particularly important for pediatricians to zom-
municate to_the_ person(s) providing child care the unique

features of the child and family. Thus the caregiver will be

i*?%;isgtawmzﬁt has been approved by the Council on Child and Adolescent
ealth.. e ——— - - e
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better able to prepare an individualized program that en-

hances the child’s development, increases self-esteem, and

supports the parents’ child-caring capacity.

Current methods of communication between pediatricians

and child care providers are oten woefully inadequate. Much

useful and important data are not shared. Often, the child

care provider receives only certification of immunization

status and documentation of a visit to the pediatrician’s office.

In providing continuing health care for the child, the pedia-

‘rician acquires a great deal of information about the child’s

medical status, adaptability, and temperament, as well as

family strengths. This information could be used to enhance

the family’s successful use of a day care resource. Pediatri-

cians underestimate the value of this wealth of information

they have gathered, and it is often only loosely documented

in the child’s health profile required for entry into a day care

setting. Gonversely pediatricians could increase their under-

standing or the child and contribute more effectively to the

child’s growth and development with access to the behavioral

observations made by the significant adults involved in the

child’s day care program.

In order to advise the family about whether day care is

timely, or to counsel the £ amily regardmg preparation for the

separation, or to answer such questions as, “Is this a good

séff:xﬁé for my child?” and “Is the child able to varticipate

in all aspects of the day care program?” the pediatrician

must not only know the child and the family, but must have

some understanding of the specific programs. Will the day

care program be supportive to the famﬂy’s ‘parenting style?

Will the parent. be able to participate in decisions regarding

the child’s daily activities? Can the staff adapt to the parents’

needs? Can the staff members show spontaneous affection?

Is there a schedule of activities? Is nutritious food provided?

What accident precautions are enforced on special trips?

What are the sanitary precautions for the care of the young

child? What are the policies regarding the ill child? Is there

an identified staff person responsible for issues related to

health? Is the program licensed? Most of these questions may

be answered by a parent; others may be answered by the

program director or the local licensing agency. Most, but not

all, needs can be met:
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In the child’s best interest, there should be a system for

exchanging information about the child between the physi-

cian and the day care provider: This exchange is generally

mfrequent and used primarily to understand a child for whom

there is concern, e:g:; the chlld with asthma, the clumsy

child; or the child who is less or more mature than His or

her chronologic age expectations. The parent will usually be

transmitting his or her own concerns and the conceris raised

by the two systems; but with prior approval from the parent,

telephone calls and/or notes between physician and day care

provider may be more efficient and effective.

Common topics for communication between a physician and

a day care provider may include: (1) current state of health

and nutrition, including management of colds, diarrhea,

bruises, chronic illness, handicapping conditions, &:d poor or

exuber~—i mppetite; (2) growth pattern observed over time

and its significance to physical adaptation in the day care

environment, such as size of chairs; height of steps, fatigue;

(8) hearing and vision function, e.g;, the child with recurzent

middle ear effusion who may be irritable and uriresponsive

to auditory stimuli or the child who requires glasses but

doesn’t wear them; (4) sequential development and its expres-

sion in body management, fine motor skills, communications,

self-care; social interaction with adults and children, and the

characteristics of play; (5) integration of family members into

the program at some level to contribute to the maintenance

of a positive parent-child relationship; and (6) the child’s

initial and ongoing adjustment to the program.

Pediatricians should have an increasing role in addressing

the needs of their own patients who are in day care programs,

particularly those children who may be at risk for adapting

poorly or who may need special considerations. They should

be knowledgeable about the variety of child care settings

available in their communities: Pediatricians who are aware

of the resources in their communities and who have the skills

to recommend a good program, to provide a useful health

profile of the child and family, and to be receptive to the

concerns of members of the day care program staff will con-

tribute immeasurably to their patients’ well-being and suc-

cessful participation in the day care program.
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APPENDIX I:2

CHILD DAY CARE TERMS FOR THE
HEALTH

LTH PROFESSIONAL

AFDC:

Aid to Families with Dependent Children, provided under
Title IVA of th~. Social Security Act, provides assistance to
eligible famili¢s to help preserve, rehabilitate, reunite, and
strengthen the family. AFDC miothers in work or training
are allowed up to $160.00 per child for child care (1984).

Age Groupings:

These may vary from state to state.

TOFARE oo overeeeeeeennnrnenannsn 6 weeks to 15 months
Toddler - -:-::.:.::..:::::::... 16 months to 30 months
Preschool «..ovvrinininineeennnns 31 months to 5 years
Primary school .:::.: Tiieriiiiiieiians .. B years to 8 years
Interinediate 8chool «........couv.... 9 years to 12 years

Development Centers):

Provirde care for more than ten children; often in a church;
community center; or school. Most are licensed for children
212 to 6 years, although care for children from 6 weeks to
2V years is becoming more available. A center provides a
planned curriculum geared to the physical, intellectual, and
social needs of the children, giving attention to individual
differences. A center i§ usually open from 6:00 AM to 6:00
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PM. Most children attending centers have parents who work
or attend school full time. (A license is required but standards
vary from state to state.)

Child Care Facility:

Any facility other than a child’s home where a person or
persons other than family merchers provide care for a child
less than 24 hours a day.

Child Care Food Program:

_ Provides federal funding for meals served in nonresidential
day care centers and family day care homes. The program
benefits are targeted for preschooi children from low-income
families; however, all children attending participating day
care facilities receive the benefits of the Child Care Food
Program. This program is authorized by Section 17 of the
National School Lunch Act; and is administered through the
United States Department of Agriculture; Food and Nutrition
Service.
Child Development Training:

Child developmient training includes courses that are rele-
vant to care of children. It may include psychology, early
childhood education, infant development, curriculum develop-

ment, cognitive and effective development, and administra-
tive courses.

Children:

8) Persons 12 years of age or under
b) Children of migrant workers 15 years of age and under
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¢) Mentaliy or physically handicapped persons, as defined by

the state; enrolled in an institution or a child care facility

serving a majority bf persons 18 years of age and under.
Children with Disabilities:

Children with disabilities are those who do not function

according to age-appropriate expectations in the areas of ef-
fective, cognitive, communicative, perceptual-motor, physical,
or social development; to such an extent that they require
special help, program_adjustments; and related services, on

a regular basis; in order to function in an adaptive manner.
Examples of such children with disabilities may include chil-
dren who exhibit

*» A developmental delay ~ S

* A neurologically based condition such as mental retarda-

tion, cerebral palsy, autism, epilepsy, or other condition
closely reiated to mental retardation or requiring treatment

similar to that required by mentally retarded children
* Cultural familial mental retardation -
* A genetic disorder or physiological condition usually as-
sociated with mental retardation
* Social/lemotional maladjustment -
* A physical disability such as & visual impairment, hearing

impairment, speech or language impairment, or a physical
handicap

Day Care Center Staff Definitions:

__The following positions are usually found in large day care

centers. L L
Director: Person responsible for all aspects of the opsration

of the day care center (e.g., administrative duties; staff super-

vision and training, recordkeeping, ' program - planning;

budgeting, and liaison with state and local agencies).
Teacher: Responsible for planning and implementing the

program of the day care center (e.g., plans and conducts daily
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program activities, prepares program materials, and super-
vises and trains other staff). This person has direct child
contact. Other titles used to designate persons with these
responsibilities: teacher-director, head teacher, and lead
teacher,

Assistant Teacher: Works with the guidance of the teacher
and director to carry out the program of the ceiter. -

Child Care Assistant: Assists the teacher or assistant
teacher with all the aspects of the planned program. Other
titles may inclide aide, or child care aide.

Involves the care of six or fewer children in the caregiver’s

home. The emphasis is on care for children in the natural

setting of a family. Some famﬂy day care and group family

day care homes offer evening care, second and third shift

care, part-time, drop-in, and special needs care. (A license is

usually required, depending on the state:)
Family Day Care Consortiura or Sateliite Program:

Family day care homes operating under the sponsorship of
a _central administration that processes eligibility and makes
placements in the family day care homes. Training of the
caregivers can be an additional benefit as part of a satellite
program.

FIDCR:

In 1967, amendments to the Federal Economic Opportunity

Act established an interagency task force including represen-

tatives from the Department of Labor and the Office of

Economic Opportunity, Department of Health; Education and

Welfare, which developed the Federal Interagency Day Care

Requirements (FIDCR) as a “common set of program stand-

ards and regtﬁatmns” for federally funded day care. These

standards, enacted in 1968 and slightly amended by Title
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XX; cover a number of p program characteristics: staff/child
ratios and the size of the group; suitability and safety of

faclhtles, the provision of social health and nutritional ser-

vices; staff training and parent involvement; administrative
coordination and program evaluation. In 1974, through Title

XX; the Secretary of HEW was required to evaluate the

“appropriateness” of FIDCR. In 1981, these regulations were

eliminated; licensing is now only regulated through the
states.

Group Family Day Care:

Involves the care of i up t~ ten children plus two schogl-aged
children in the caregiver’s home. This option keeps the nat-
ural setting of a family and still offers the benefit of socializ-
ing with a larger group of children. (A license is usually
required, depending on the state.)

Head Start:

Federal fundmg prov1ded to establish and maintain a pre-

school readiness program for deprived or disadvantaged
children.

Informal In-Home Care:

Children cared for in the provider’s home. Siich provxders

might include relatives, neighbors, or others who regard child

care as a business;
In-Home Care:

Involves the care of the children of one famﬂy by someone

who is not & member of that family, either in the children’s

home or the caregiver’s home. The caregiver’s children may
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be included in this arrangement. (A license is not reguired
if only one other family besides the caregiver’s is involved.)

Latch-key Programs:

__ This term comes from the days when most children of work-

ing parents wore their house keys around their necks ou a

string or chain and let themselves into their homes before

their parents returned from work. Latch-key is care provided

for school-aged children before and after school hours:

Licensed Capacity:

Maximum number of children who can be in a center at
a given time,

Licensed Family Day Care:

Family day care providers are licensed by the county; city,
or state to care for a specific number of children; inciuding
their own precchoolers under the age of six; in the provider’s
home. Liccnsing insures that the provider is trained, that
there is a pruper provider/child ratio, and that the provider’s
home is adequate for the health and safety of the child:

Montessor!:

An educational philosophy based on the ideas and methods
of Maria Montessori, sometimes used in day care centers. Its
focus is a structured, individualized approach, employing spe-
cial materials.
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Night Care Program:

_ A day care center program providing care for any child
between the hours of 7:00 PM and 7:00 AM in which the
parents desire the child to sleep:

Parent Cooperative:

' A nonprofit child care program that is governed by a board
of at least 70% parent-users of the program. Parents gener-
ally work as caregivers in the program.

Proprietary Center:

A privately or publicly owned, for-profit center or facility.
Provider:

Provider is a public or private organization or individual

who, for profit or not for profit, delivers day care service for
children, either directly or through contract.

Sliding Scale:

One space for one child in a facility.
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Tax Reduction and Simplification Act of 1977:

viders, allowing them greater ability to take deductions on
their residence as a business expense.

A measure which eliminated the Federal income tax deduc-
tion for child and dependent care expenses and replaces it
with a tax credit which is subtracted from the amount of
taxes owed.

Title XX:

_ The section of the Social Security Act which; siace 1975;

has granted funds to the states for the provisior: v coordi-
nated social services (including day care) to low-i1otie indi-
viduals and families: Its goals are promoting sclf-support;
preventing neglect of children, and reduciug inappropriate
institutional care. Title XX is now called the Title XX Social
Services Block Grant. Each state decides how much of these
block grant allocations should be used for child care. Each

state also decides the level of income eligibility for services:

_ Work Incentive Program;, provided iinder Title IVC of the
Social Security Act, provides training and employment ser-
vices to individuals over 16 receiving AFDC or living in the

same household as an AFDC recipient. AFDC mothers with

WIN program. Child care subsidies are usually provided for
program participants. ‘
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Adapted from:
Medical Terms for the Child Day Care Professional and Child
Day Care Terms for the Health Professional
Minnesota Department of Health
June 1984
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APPENDIX Il
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APPENDIX II.2

Sample Program Medication

Administration Policy

1. Reasons for administration of medicatica in day care

» When medication dosage cannot be adjusted to exclude

hours when the child is in day care:

* When a child has a chromc medical problem (eg:,

e When refusa:l to admmster medication in day care ,would

pose a elg'nnﬁcant hardship or require absence from day

care of a child in the recovery phase of an illness who

is otherwise well enough to attend day care (e.g., ear

infection after the first day or so).

* When those in the home environment cannot administer

tae medication because of time constraints, lack of skill;
or stress: :
2. Medications which can be safely given in day care include

* Medications prescribed by a licensed health professional,

such as those available over-the-counter, for which writ-

ten “instructions are glven to the day care program by

. Meihcétttdne which staff who are responsible have been

trained to administer including oral, opical, rectal,

nasal, otic, ophthalmic, and injectable medications.

* Medications which bear their original prescription label

or a manufacturer’s label and which are provided in

safety-lock containers, transported safely with regard to

temperature, light, and other physical storage require-

» Has been trained to administer the type of mealcatlon A
by the route as reqtm'e&
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* Will assure safe storage and dlspoaal of medication.
* Has access to locations where medication is stored and
medication administration records are kept.
* Is designated on the program’s consent form.
* Knows the children to whom the medication is to be
given.
s Knows about the potentlal reactions to the medications
to be administered and how to respond to such reactions:
* Knows when and how to contact parents, pharmacists,
or health providers to clarify the need and instructions
__ for administration of medication in day care.
4. Medications will be stored
s Ini a refrigerator separated from food by bemg enclosed
in a covered container; if refrigeration is reqtm'ed
* In a cool; dry; dark; locked enclosure which is inaccessi-
ble to children.
+ In an area separate from child care activities; but acces-
sibie to the person who administers the medication:
Example: All medications which require refrigeration
will be kept ir. a sealed plastic conteiner on the bottom
shelf of the refrigerator in the kitchen. Any medication
wvhich should not be refrigerated will be kept locked in
the director’s office.
. Medications will be administered
¢ In a location where the child recelvmg the medication
will have relative privacy when the medication is given.
If this is not possible, the other children will be reminded
that medications are only taken whe ‘he caregiving
adult administers them.
+ In a location where accidental mgestlon by another child
is unlikely.
¢ Where hand washmg facilities are accessible.
6. Procedures which will be used when admmlstermg medi-
cation include _
. Demgnatlon of time(s) at which the medication can be
given.
« Completioni of the consent form.
» Storage of the medication in the demgnated locations:
* Administration using the prescribed measuring device
and technique.
s Recording of eackh dose glven by date, t1me, and amount
on the medication administration record avaiiable to the

parent. -
183 -
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s Disposal of leftover medications by returning the unused

* Review of the medication administration policy on an

annual basis by

* those in authority (e.g; administrators). -

* those affected by the policy (e 2, parents; staff, etc):

* those with expertise in medication administration (e:g;
health consultant):
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Medication Checklist

CHILD’S NAME DATE
Does the é&ﬁiﬁiﬁéi show YES NO

2. Name 6? medicine

3. Naiie of physician prescribing

4. Schedule of administration

5. Amiount given per dose

6. Pharmacy’s name

7. Date medication was sold

Does the container have a childpioof cap?

Was the caregiver notified of the child’s
need for medication?

Was the health staff notified?
Were parents notified?
Parent Emergency Contact Number for today is

When all of the above are YES, then—giva medication to
staff member to put in the medicine container in the kitchen
refrigerator, and place this checklist in th: Health Coor-
dinator’s (Health Advocate’s) mailbox.

If soms of the above are NO, then—give misdication to
staff member to place in the medicine container in the
kitchen refrigerator, but muderstand that the Health Coor-
dinator or the Health Adverute may contact you (the parent)
to discuss the missing in‘»::antion and whether we can ad-
minister the raedication.

Slgnature of staff person: eV .;ptiﬂé medication
Prepared 7 Susan S. Arsason, M.D.

P
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APPENDIX 11.4

Medication Consent Form

Name of Child —— Date Room
Name of Medication ___ Date prescribed
Date last dose due

FOR PARENT TO COMPLETE:

I, (parent or guardian) give permission to
(name of authorized day care staff)
to administer (dose) of

to my child; {name of child)
at approximately (time[s] dose due) on
(dates and days) for

_ (reason for medication).
Possible side effects to watch for with this medication intcliide:

(namie of medication)

The name and phone number of the prescribing physician:

FOR STAFF TO COMPLETE:

Is the permission form (above) completed?
Is the medication in a safety cap container? — ——
Is the original prescription label on the medication container?

Is the name of child given above on the container?
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Is the date on prescnptlon current (within the month for

antibiotics and within the expiration date for medications

which are s0 labeled; within the year otherwise)?

Is the dose; name of drug, frequency of administration given
on the label consistent with parental instructions given

above?

MEDICATION CAN BE ADMINISTERED ONLY IF THE
ANSWERS TO ALL QUESTIONS ABOVE ARE “YES.”

MEDICATION ADMINISTRATION RECORD

_DAY | DATE | DOSE | STAFF SIGNATURE

Prepared by Susan S. Aronson, M.D.
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STAFF HEALTH /PPRAISAL

Ponngytvania Dopt. of Health & Wollare, Hmisbug = -
Child Day Care Cantors=Group Day Care Homu-Famlly Dy Cars Homes |

: THISJSEQ]]QNIQBEMEEMY_THEHPI:OVEE
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) o Joal 8y ‘ YES | NO
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EE C
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"
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14 Ty or other ol dcrers?
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1. N e et el s o sk s oo i g o
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18 DIsabllng atmﬁonal W? B
“ . Offet special Mgl pfoh orchron[c dlsaasa which requires restriction of actvly, medlcaﬂon O Whih might afecthler work
role?lfso,speclwr»mvenaolform -
EXPLAIN ALL *YES" ﬂt)h.r ! MEEYEBSEBEEQBM&MNGEINJEOBM&W [P IF ANY
5 Does i Indlvldualhavawepedal medval protiems whlch might ntafera withthe health o he chiren or whih might prohi
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APPENDIX 1.6
Consent For Staff Access To Medical
Records
I, , give my consent for the

foﬁowmg individuals to have access to my child’s record while
my child is enrolled in

Day Care Program:

My child’s caregiver

The center’s social worker
The center’s medical consultant
The Child Care Supervisor
The Director
I understand that information in my child’s record will not

be released to any other individuals without my specific writ-
ten coasent.

Signed —- Date ————

Prepared by Susan S Aronson, M.D.



APPENDIX il.7
Collecting and Storing Breast Milk

~ Use any plastic or glass container that can be sterilized:
A wide-mouth jar is convenient for collecting and chilling

th e milk. A plastic or glass baby bottle is often used to store
milk in the freezer, 5o it can be used direc tly for feeding the
baby. S . )

Anything that touches the milk must be sterilized —the jar

to collect the milk, the baby bottle or other container used
for storing the milk. S

Put all containers, washed and rinsed, into a pan; cover
with cold water, and put on the pan’s lid. Bring to a boil,
boil for five minutes and turn off the heat. Drain off the
water by using the 1id. Leave the jars in the pan until needed.

Do not touch the inside part of any sterilized container.

- Wash the hands with soap and water. Open the clothing

ury

so that the entire breast is exposed.

Have the containers sterilized and ready to use.

- Massage the breast and then hand express riilk into a

sterilized jarr =~ N L

Chill the milk immediately in +:: refrigerator. Milk can

be kept for 24 to 48 hours in the refrigerator. ]

. If the milk won't be used within 24 Hours, pour the
chilled milk into another sterilized container in the
freezer. A baby bottle is convenient. @~ o

6: Milk can be collected an ounce (or less) at a time. Add

the new chilled rilk to the already frozen milk as a new
layer. The milk will look layered. =~ ) ]

7. A mother who is collecting the milk for times when she
- goes out should freeze the milk in amounts that are right

for one feeding each. Never fill any container to the very

top—allow room for the milk to expand as it freezes. Put

!»} [J\] .bp;

v

3%z oz. in a 4-0z: bottle for a young baby. Put more ounces

in a larger bottle for an older baby. .
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150 Appendix 1.7
8. Milk can be kept frozen for months. Do not defrost until
just before using.

9. When the milk is to be fed to the Baby, take the container
from the freezer and hold under cold; then warmer water
and shake gently. Heat to body temperature in a pan of
water.

10. Discard any defrosted miltk that the baby does not take.

Answers to Some Frequently Asked Questions:
What does breast milk look like?

It looks thin and watery zid sometimes has a yeHow or

bluish color: It does not 1 sk like homogenized cows’ milk:
How much milk can be expressed at one time?

Never as much as a baby would be able to nurse out. When

the colostrum or “first milk” is still in the breasts, often only

a few drops can be expressed. Later more can be expressed.

Women who do a lot of expressing are able to get more milk

out.
‘When the milk will no longer squirt out, but only comes

out in an occasional drop, it's time to stop the massaging

and expressing for the time being:

What about expressing milk from engorged breasts?
_It’s a good idea to hand express a little milk to try to soften
the area around the nipple: This makes the nipple stand out
80 that it is essier for the baby to grasp with his/her mouth.
It’s better to do this defore the breasts get too full:

To cxpress milk from engorged breasts: Stand under a warm
shower with the back toward the shower and let the water
run over the shoulders and breasts; or use warm compresses
on the breasts instead of massage (which would be uncomfort-
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able on engorged breasts). Then, very gently, hand express

a little milk.
What about going out for a few hours?

_ Either formula or expressed milk can be left for the baby.

If breast milk is used; leave a bottle in the freezer with the

amount neec:d for each feeding that will be missed.

Hand expressing for comfort may be necessary if several

hours go by. After returning home, nurse the baby to help

empty the breasts and prevent breast problems: The baby

sitter can be instructed not to feed the baby right before this
time.

Does it matter Sow often hand expression is done?

~ Hand expression can build up the milk supply. Whether
by nursing or expressing; the more milk removed today, the
more milk the breasts will produce tomorrow. Don’t hand
express a lot one day (and build up the supply}); and ther.
remove none the next day.

What about when the baby can’t nurse but will resume

nursing later?

Massage and hand express enoug?i to keep up the milk
suppiy—about every three hours in the daytime. Continue
expressing by hand until the mil’s no longer sprays from the
nipple.

The supply will no doubt decrease somewhat but can be
built up again when the baby resumes nursing.

What about workmg mothers?

Some working mothers express on the job and chill enough

milk for the next day’s feedings. Others do not have the time

3



or use of a refrigerator, and only hand express if they need
to for comfort. Expressing can prevent overfullness and pos-
sible breast problems. Breast problems include cracked nip-
ples, engorged breasts, the occasional plugged duct and the
rare asbecess. @@= .

_ During the first Jay(s) at work many women are surprised
by how much milk they have. Even women who do not want

expressing some milk, but not emptying the bressts as the
baby would, will result in the milk supply decreasing.

_ The more gradual the weaning, the less fullness there is.
If the breasts feel full, hand express some milk for comfort

and to prevent breast problems.
What about using disposable nurser bags?

Some Wormen use these successfully, but the bags were not

made for freezing and have been known to split open. A
common mistake is y atting on a twist tie tightly to close the

bag without allowing room for the milk to expand. Then the
bag may break. S

For individual questions, consult your physician.
Excerpted from a pamphlet by:

Health Education Associates

520 School House Lane

Willow Grove, PA 1909(



APPENDIX 1.8

~ MEAL PATTERNS

BREAKTAST -
MILK - %CUP %CUP 1CUP
JUICE OR FRUIT OR VEGETABLE %CUP %CUP %CUP

BREAD OR BREAD ALTERNATEOR % SLICE % SLICE 1 SLICE
CEREAL %L BCUP % CUP
LUNCH OR SUPPER

MILK %CUP 3%CUP 1CUP
MEAT OR POULTRY OR FiSH OR 10Z. 1% 02zS. 20zS.
CHEESE OR 10Z 1%0zS. 20zs.

EGGSOR 1 1. 1
PEANUT BUTTEROR 27BLS. 3TBLS. 4TBLS.
DRIED BEANS AND PEAS v%CU> %CUP %CUP
FRUITS (2 OR MORE) OR

VEGETABLES (2 OB MORE) OR___ .

FRUITS & VEGETABLESTOTOTAL ~ %CUP %CUP %CUP

BREAD OR BREAD ALTERNATE OR % SLICE % SLICE 1 SLICE

ENRICHED PASTA AND GRAINS %CUP vCUP %CUP
SNACK
SELECT2OF THE4COMPONENTS:
MILK; WHOLE, SKIM, LOW-FAT %CUP 1%CUP 1CUP
FRUIT OR VEGETABLE OR JUICE %CUP %CUP % CUP
BREAD OR CEREAL ORALTERNATE 1 SLICE % SLICE 1 SLICE
OR ENRICHED PASTAAND GRAINS %% CUP %CLP % CUP
MEAT OR POULTRY OR FISH OR %0Z %O0Z 10Z
CHEESE OR %0Z %20z 10Z
EGGSOR %EGG %EGG 1EGG
PEANUT BUTTER OR_ 1TBLS: 1TBLS. 2TBLS.
DRIED BEANS & PEAS 7 %BCUP %CUP v%CUP
CNETP Connecticut Nutrition Education and Training Program
Department of Nutritional Sciences

College of Agriculture and Natural Resources

Univarsity of Ccnnecticut and State Department of Education
Child Nutrition :ograms
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APPENDIX il.9
Checklist #1

A DAY CARE CHECKLIST FOR PARENTS

ment of Health and Human Semces, Office of Human De-
velopment Services; Administration for Children, Youth and
Families, DHHS Publication No. (OHDS) 80-3t254.

_This checklist is designed to help you decide what things

about a day care arrangement are most important to you
and your family. It can also help you make sure your clnld’

the a.rrangement to provzde 'Hien, when you talk to a possible

rangement offers those. things. Just check “yes” or “no.” Use
the checked-off list to help you make a decision:
__Remember; this checklist tries to be as complete as possible:
Not everything will apply to your family’s situation. Look at
the headlines in the lefthand column to see what you should
read and what you can skip:

DOES YOUR CHILD’S CAREGIVER .

For All Children

Appear to be warm and friendly?

Seem calm and gentle?

Seem to have a sense of humor?

Seem to be someone with whom you can

develop a relaxed, sharing relationship?

128
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Appendix 119 155
Seem to be someone your child will enjoy

being with?

Seem to feel good about herself and

her job?

Have child-rearing attitudes and methods

that are similar to your own?

Treat each child as a special person?

Understand what children can and want to

do at different stages of growth?

Have the right materials and equipment on

hand to help them learn and grow mentally

_and physically? —_———
Patiently help children solve their
_problems? —_—
Provide activities that encourage children
‘to think things through? —_———
Encourage good health habits, such as
~ washing hands before eating? —_—
Talk to the children and encourage them
_ to express themselves through words? —_—
Encourage children to express themselves
in creative ways? —_—
Have art and music rupplies suited to
the ages of all children in care? _
Seem to have enough time to look after
all the children in her care? _ _—
Help your child to know, accept, and
feel gégdigbouj: him- or herself? ——
Help your ¢*:’{ “ecome independent in ways

you appz.

Help your .- , > zeaym to get along with and

respect otner people, no matter what their

backgrounds are?

Provide a routine and rules the children

can understand and follow? —_—
Accept and respect your family’s
_. cultural values? - —_—
Take time to discuss your child with you

regulaﬂy? —
Have | previous experience or training in

woi-kmg with children? @
Havea yearly physical exam and TB test?
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156 Appendix I1.9
And If You Have an Infant or Toddler (Birth to Age 3)

Yo No
Seem to enjoy cuddling your baby? o

Care for your baBy’s phymcal needs such as

Spend time holding, playmg with,

talking to your baby? —_— -

Provide stimulation by pointing out things

to look at; touch; and listen to?

Provide care you can count on 50 your baby

can learn to trust her and feel important? _

Cooperate with your efforts to toilet

train your toddler? —_— e

“Child-proof” the setting so your toddler
can crawl or walk safely and freely?

Realize that toddlers want to do things
for themselves and help your child to
learn to feed and dress him- or herself,
go to the bathroom, and pick up his or
her own toys?

Help your child learn the language by
talking with him or her, naming thmgs,
reading aloud, describing what she is
doing, and responding to your child’s
words?

And If Your Child Is a Preschooler (Aged 3 to 5 or 6) __

Yes No

Plan many different activities for your

_child? =

Join in activities herself? _ _ e

Set consistent limits which help your
child gradually learn to make his or
her own choices?

Recogmze the value of play and
encourage your child to be creative and

__use his or her imagination?

Help your child feel good about him-or
herself by being attentive, patient; positive;
‘warm, and accepting? _ —_—

Allow 3 your child to do things for him-
or herself because she understands children

.ﬁ;
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Help vuv - child icrease his or her vocabulary
by ¢ xing »ith him or her; reading
aloud, xid answering questions? —
And If Your Child Is of School Age (Aged 6 io 14) N
Yes No

Give ) your child 5 supervision and security

but also understand his or her growing

need for independence?

Set reasonable and consistent limits?

At the same time; allow your child to make

_choices and gradually take responsibility? —_—

Unilerstand the conflict and confusion that

__growing children sometimes feel?

Help your child follow through on projects,

help with homework; and suggest

interesting things to do? —_—
Listen to your child’s problems and

e«penences? —_—

Respect your child when he or she expresses

_new ideas; values, or opinions? —
Cooperate with you to set clear limits
__and expectations about behavior? —— —

Understand the conflicts and confusion

older school-age children feel about sex,

identity, and pressure to conform? —_—
Provide your r child with a good adult
image to admire and copy? —_— e

DOES THE DAY CARE HOME OR CENTER HAVE...
For All Children

An up-to-date license; if one is required?

A clean and comfortable lock?

Enough space indoors and out so all the

_ children can move freely and safely?

Enough caregivers to give attention to all

of the children in care?

|1
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eqmljniént for aH the cﬁxlaren in care?

Equipment that is safe and in good repair?

Equipment and materials that are suitable
for the ages of the children in care?

Enough room and cots or cribs so the

. children can take naps?

Enough clean bathrooms for all the

_ children in care? }

Safety caps on electrical outlets?

A safe place to store medicines; household
cleansers; poisons; matches; sharp
instruments; and other dangerous iterns?

An alternate exit in case of fire?

A safety plan to follow in emergencies?

Ap outdoor play are- that is safe; fenced;

_ and free of litter?

Enough heat; light; and ventilation?
Nutritious meals and snacks made with the
_ kinds of food you waat your child to eat?

A separate place to care for sick childrer

1] III ] Il

P

Afirst aid kit? =

Fire extinguishers?

Smoke detectors? patowp—

Covered radiators and protected heaters? _—

Strong screens or bars on windows
above the first floor?

And If You Have an Infant or Toddler (3irth ¢~ Age
Yes No

%
&
=5
“E
oz
3
%ri B
A i

o

Gates at tops and bottoms of stairs? _

A potty chair or special toilet seat in the
bathroom? _ _

A clean and safe place to change dxapers’

Cribs with firm mattresses covered in

__heavy plastic?

Séparate crib sheets for each baby in care?

And If Your Child Is a Preschooler (Aged 3 to 5 or 6)
Yes No

A stepstool in the bathroom so your

pre-schooler can reach the sink and toilet? _____

" 180"
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Yes N2
A quiet iiléi:é to do homework? e e
Places to store personal belongings? R
ARE THERE OPPORTUNITIES ...
For All Children
Yes No
To play qtuetly and actively, indoors
and out? - —_—
To play alone at times end with friends
_ atother times? —_—

children’s need for routine but that is

flexible enough to meet the needs of

each child? _ — —
To 1ise materials and equipment that help

children learn new physical skills and

__ control and exercise their muscles?
To learn to get along; to share; and to
_ respect themselves and others? —

To learn: about their own and Bﬂiéfsj o
cultures through art, music; books; songs;

_ games, and other activities? TN
T o épé'ik both English and their fa 8
__native language? —_
To watch special programs on tel .o

that have been approved by you? s
And if ‘ou Have an Infant or Toddler (Birth iv Age 3)

L Yes No

To crawl and explore safely?

To play with objects and toys that help

infants to develop their senses of touch,

mght  and hearing (for example, mobl‘es,
mirrors, cradle gyms, crib toys, rattles,

things to squeeze and roll, pots and pans,

nesting cups, different sized boxzes)? —— ——
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160 A ndik 1.9

To take part in a variety of activities
that are suited to toddlers’ short attention
spans (for example; puzzles, cars,

play; modehng clay, clocks boxes;
containers, for creative play)?

And If Your Child Is a Preschooler (Aged 3 to 6 or 6)

To play with many different toye and
equipment that enable preschoolers to use
their imaginations (for example, books,

_musical instruments, costumes)?

To choose their own activities, for at

_least part of the day?

To visit nearby places of interest, such
as the park, the library, the fire house,

Yes

And If Your chiid ié 6f School Agé (Aged 6 to 14)

sports equipment; musical iﬁéﬁ-ﬁﬁiéﬁts,
_ drama activities; sraft projects)? _
To be with their own friends after school?
To do humework? _
To use a variecy of matérials and &; *upment
muudmg’ art materials; table games,

baseball field, a swimming pool; &
recreation center?

Yes

————
——

Nc
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Checklist #2

A QUESTIONNAIRE FOR PARENTS TO USE WiEN

EVALUATING CHILD CARE

_ Make a list of the child care facilities you wish to explore.

Bring this sheet with you to see how many of the questions
are answered YES. Looks may be deceiving—be objective!
This should make your choice easier and more rational. What
is important to you in terms of your child’s mental and phys-

ical growth? Don’t do your searching at the last minute!
NAME OF FACILITY E—

DATE VISITED
1. Is the child care facility licensed? (Ask to L
see the current license.) } ~ YES NO

: Is the location convenient to your home? YES NO

: Is your initial reaction to the facility YES NO

positive? (Trust your feelings.)

Ar~ ~11 the costs vritten out and easily I

available for yuu to read? YES NO

L [-28 31

5. Is there extra after-hours care available
in case of emergency or inability to reach

the facility at your prearranged pick-up o
time? ) YES NG
6: Can you visit the facility dui ing ~~gular
operating hours before registering your I
children in the program? . YES NO
7. Is the number of adult caregivers sufficient @~
for the child~:r: pregent? YES NO
8: Do the caregivers TEACH in addition to I
seeing after the usual basic needs? YES NO
9: Does the staff appear to enjoy caring forthe
children? YES NO
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10.

11.
12,

13.
14.

15.
16.

17.

Is the staff at eye level with the children _
when engaged in activities with them or do
they stand above them when playing or
instructing th~m?
Do:; the faciliy appear to be clean? _

"/iil the staff allow you to examine the
entire premises? _
Can parents visit whenever they wish?
{Restricted visiting times are improper.)
Do the children already in the facility
appear happy/sad? (Circle one.) _
Do the adults and children interact?
Tlnes there appear to be enough space for the
number of children present?
Is there a sleeping {quiet) area large enough

to accommodate all the children?

. Are beds; hammocks; or mattresses

available to sleep on?
Does each child have a speclfic place for
his/her own belongings?

. Are all the medicines and poisonous

substances LOCKED UP? (Ask to check.)

. Is a list of the meals/snacks readily

available {Ask to see it.) .

. Are the meals/snacks nutritious and

balanced?

. Are infants fed ] lymg dowx” (Bottle propplng

is unhealthy.)
Can your child get a speclal diet if
necessar; -

. Are all the toys to play with at the facility

Are tnere many toys present for your child’s
partlcular age

act1v1t1es? o

. Does the outside area appear tc be planned

for safe playing? (Hard surfaces and rocks,
high climbers; slides, swings are dangerous.)
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29. Is there a written plan for play activities? S

__ (Ask toseeit) S YES NO
30. Are inside and outside play supervised all o
the time? _ YES NO

31. Are the older and 3 younger children playing

together or in their own age groups? (Mixed

play leads to a higher percentage of o
accidents.) YES NO

32. Is a large part of planne& activities

television viewing? (This is not
recommer.ded and may be harmful if -
programming is not cavrefully supervised.) YES NO

33. Are the parents encouraged to become o
_ involvedinanyactivites? @~ YES NO
34. Are learning experiences available through

the facility for the parents? (Some child care

centers have parenting and other classes

__ scheduled.) _ YES NO
35. Does the staff regularly meet with S
__ individual pare=ats? (Ask how often:) YES NO
36. Do the caregivers have a written policy -
__concerning discipline? (Ask to read it) YES NO
37. Are there policies for tite care of ill o
__ children? (Ask to see them:) YES NO
38. Isthere a holdmg area for ill children? YES NO
39. Will the c caregivers administer prescribed S
__ medications to your children? YES NO

40. Is there a physician consultant for the cﬁrl& S
__ care facility? YES NO

41. Have personnel had training in first aid and o
infectious diseases? YES NO

I YOU HAVE AN ¥ QURCTic 5, TALK TO YOUR DOC-
TOR ABOUT THE . ~UD LUCK IN YOUR SEARCH.

Prepared by
Bruce M: Gach, M.D.

Livermore, Californiz
Rev. 16/85
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TYPES OF CARE:

Licensed:

I. Child Caie Centers (nursery schools, preschools, infant
centers)-pro\nde full- or part-time care. Care is provided
in a group setting iv a buil2ing which has passed licensing
stan.tards for chlld care (t:’o’mmimity center, church
children under two years of age for each adult caregiver.
A maximum of 12 children over two years of age for each

~ adult present.

II. Family Child Care Homes—pruvided in homes of caregiv-
ers,

a) Small—siz or fewer children including those of the
provider. Limited to three children under two y=ars of
age if children over twc vears of age are being cared
for at the same time.

b) Large—seven to 12 children including those of the prc-
vider. Another adult assistant must be present at all
times.

Nonlicensed: L
1. In-Home Care—prowder comes to parent’s/chlld’s house

(most expensive).

Cooperative or Shared Care—informal agreements be-

tween families such as shared baby sitting; child care

exchanges, play groups with shared responsibilities and

other arrar zements. No adult/child ratio required.

IIl. Family Day Care Homes—provider caring for only one
other family including her own. There is no limit {o the
number of children.

" 186
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WHAT DOES LICENSING M7 4N7?

_ A license only means that the mcib; ain.  Coviders

have met health; fire; and safety’ st&ndard~ T 1 oo'e min-
imal at best. Also, there is a specified am&/ch k mtxo an&

vices. Another visit will occur on apphcatlon renewal three
years later unless some complaint is brought against the
facility. Then the visit is sooner.

HOW DOES A PARENT KNOW IF A FACILITY IS
INTELLECTUALLY AND SOCIALLY ADEQUATE

FOR HIS OR HER CHILD?

Since licensing does not monitor the program’s content or

the actual care in the facility, it is up to each parent to

evaluate his or her child’s care: A child care arrangement

should not be ccnsidered only a drop-off and pick-up pomt

80 a parént may go tc work. It may be the child’s major

waking hours. Talk to jour children about their day; observe

WHO CAN HELP PARENTS CHOOSE WHICH
CHILD CARE FACILITY IS BEST SUITED FOR
THEIR CHILD?

_Every county in California; for example; has local Resource

and Referral agencies which may be contacted: These “R and

Rs” have currcat information concerning the care available,

types of special p programs, and possnble suBsnEhes fo pay for

1877
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licensed facilities only. The telephone numbers for Child Care
Resource and Refirrai or Information and Referral agencies
or the Department of Social Services is in the telephone di-
rectory. Another excellent source of information is other par-
eiits who have or have had their children in local child care
facilities. Use the information from all these sources to make
your choice:

WHAT SHOULD PARENTS WATCH FOR IN THEIR
CHILD IF CONCERNED ABOUT POSSIBLE
PROBLEMS AT A CHILD CARE FACILITY? WHAT
SHOULD THEY DO IF THEY BELIEVE A PROBLEM
EXISTS?

the usual not wanting to separate from parents wantmg to

wear more clothing, especially underclothes; change in usual
eating or toilet habits; fear cf going to sleep or nightmares
for no apparent reason; illness which gets better as the day
progresses, not wanting to talk about what was done at the
caregivers’; fear of strangers more than usual; other charges
you feel are abnormal. ¥ you are concerned; teltk to your -
child and tell him/her that. it is all right to tell you about a
problem even if éeiﬁééiie tiil& théiii not to talk éhtii;it it. I:étik

local Child Protective ZAigency listed in your telephone book.
You iiiéy élée ééhtéét thé lééél Départm"ﬂ ""*iit 6f S6éxél Services.
though you may not get a personal report of th\. findings.
Expect that you will also be interviewed by an 2xperienced
person who h:s been trained to handle cases similar ¢6 yours.

Do NOT | go to the provider and cortront her or hin with
your suspicions if you feel a problem exists. This may ha-m

any mvestlgatzon and posmble evidence. Remove your chiil

again. If you have many doubts. about whether a prohlem
exists; talk over your concerns with other parents using the

' 188
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IS THERE SOME SORT OF GOVERNMENTAL
HELP TO MEET THE EXPENSES OF CHILD CARE?

 There are Federal and State tax credits curreritly available.
Some businesses subsidize child care—ask your employer if
such a program is a benefit. Contracting agencies such as
the *‘R and Rs” have various subsidies available. Unfortu-
nately, the list of applicants for these monies is usually filled.
Ask to have your name placed on the waiting list.

BRUCE M. GACH, M.D.

Livermore; California
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Checklist #4

HOW TO CHOOSE A GOOD EARLY CHILDHOOD

PROGRAM*

What should parents look for in selecting a good early

childhood program? The most popular public inforration

brochure from the National Association for the Education of

Young Children (NAEYC) has just been rewritten to reflect

current research and theory about what is best for young

children in group programs: Teachers and program directors

also have found it useful for evaiuatlon and staff develog-

ents; the medla, decision :m:kers, and our profession.

A good early childhood program can benefit your rkild,
your famlly, and yonr community. Your child’s educational,

in a well-p]anned program As a parént ‘you will feel more
confident when your child is enrolled in a suitable program,
and the time your family spends together will be more satis-

fying as a result. Early childhood education plays an impor-

tant role in supporting familics; and strong families are the
basis of a thnvmg community:

If you are thinking about enroiling your child in an early
childhood program, you probably have already decxded upon

you feel that a group program is appropriate; you can obtam
a list of' licensed programs for young children from your lezal
licensing agency. Then you can call several prograr:# for
further information; and arrange to visit the programs that

*Reprinted from: How to Choose a Good Early Childhood Program National
Association for the Education of Young Children (NAEYC), 1834 Connecticut
Avenue, N.W.; Washington, D.C. 20009. 1 November 1983.
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teachers, dlrectbrs, and other parents.

What should you look for in a good early childhood
program?

Professionals in early childhood education and child de-

velopment have found several indicators of good quality care

for preschool children. You will especially want to meet the

adults who will care for your child—they are responsible for

every aspect of the program’s operation.

Who will care for your child?

1. The adults e enjoy and understand how young ct iidren
learn and grow. S
_ Are the staff members friendly and considerat:: :o each
child?
__Do adult expectatmns vary appropriately for . . !dren of
different ages and interests?
_Do the staff members consider themselves to %z profes-

Sionals? Do they read or attend meetings to c:.itinue to

learn more about how young children grow and develop?

Do the staff work toward improving the cuality of the

program, obtaining better eqtnljment and making better

The st F view themseives posrhvely and therefore

can coi:tinually foster childzen’s emotional and social
daveio i Jaent.
Do ile staff help children feel good about themselves,
their activities; and othex people? 7
Do the adults listen to children and talk with them?
Are the adults gentle while being firm;, consistent, and
yet flexible in their guidance of children?
D'r the staff members help children learn gradually how

zonsider others’ rightr znd feelings, to take turns and
éhare, yet also to stand up for personal rights when neces-

sary? o
19.1;;'
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When childri' .-~ angry or fearful, are they helped to
 deal with their feelings constructively?
3. There are enorgh ndults to work with a group and
to care for the individual needs of children,

Are there at least one teacher and ap assistant with
every group of children?

Are infants in groups of no more than eight children?
~ Are two- and three-year-old children in groups of no
more than 16?

Are four- and five-year-ilds in groups of no more than
22 children?

4. All staff members work together cooperatively.

-

Do the staff meet regularly to plan and evaluate the

Are they willing to adJust the daily = tivities for chil-

dren’s individual needs and ivi->= :ts?

5. Staff observe and record thilas progress and

development.

Do the staff stress children’s strengths and show pride

in their accomplishments?

Are records used to help parents and staff better under-

stand the child?

Are the staff responsible to parents’ concerns about their
child’s development?

What program activities and equipment are offered?

1. The environment fosters the growth and development

of iﬁiiiig éhlldi'éii Wﬁi‘kxiig iiiii'l jjlﬁjtlﬁg‘ ﬁigéthéi‘.

Aré activities balanced between vxgorous outdoor play
and gquiet indoor play?

Are children given opportumtles s oélect activities of
interest to them?

Are children encouraged to work alone as well as in
small groups?

Are self-help gkills such as dressing, toﬂeung, restmg,
washmg, and eatmg encouraged as children are ready‘?
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2. A good center provides appropriate and sufficient

equipment and play materials and makes them read-
ily available.
Is there iarge chmbmg equipment? Is there an ample

supply of blocks of all sizes; wheel toys; bails, and dra-

matic play props to foster physical developmeut as well

as imaginative play? o
Are there ample tools and hands-on materials such as

sand, clay, water; wood; and paint to stimulate creativity?
Is there a variety of sturdy puzzles, construction sets,

and other small manipulative items available to children?

Are children’s picture books age-appropriate, attractive,

‘and of good literary quality?

. Are there plants, animals; or other natural science ob-

Jects for children to care for or observe?

Are there opportunities for music and movement experi-

_ ences?
3. Children are helped to increase their language skills

and to expand their understanding cf the world.

Do the children freely talk with each other and the

adults? ,
Do the adults provide positive language models in de-

scribing ohjects; feelings; and experiences?

Does the center plan for visitors or trips to broaden

children’s understandings through firsthand contacts with

people and places?
_ Are the children encouraged to solve their own prob-

lems; to think independently; and to respond to open-ended
questions?

How does the staff relate to your family and the

community?

1. A good program considers and supports the needs
of the entire family.

Are parents welcome to observe, discuss pohcles, make
suggestions, and participate in the work of the center? _
Do staff members share with parents the highlights of
their child’s experiences?
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_Are the staff ulert to matters affecting any member of
the family which may also affect the child?

Do the staff respect families from varying cultures or

backgroundr?

Does the center have written policies about fees, liours,

holidays, lhness, and other considerations?

A 7004 center is awaze of and contiributes o commu-

nity resources.

Do the staff share information about community recre-

ational and learning opportunities with familien?

Do the staff refer family members to a suitable agency

when the need arises?

Are vohmteers from the community encouraged to par-

ticipate in the center’s activities?

~ Does the center collaborate w1th otiier professlonal

Are the facility and program designed to meet the varied
demands of young children; their families, and the staff?

1. The health of children, staff, and parents is protected

Are the staff alert to the health and safety of each child
and of themselves?

Are meals and snacks nutntlous, vaned attractlve, and
served at appropriate times?

Do the staff wash hands with soap and water before
handling food and after changing diapers? Are children’s
hands washed before eating and after toileting?

Are surfaces; equipment; and toys cleaned dally" Are
they in good repair?

Does each child have an individual cot; mat or crib?

Are current medical records and emergency information
maintained for each child and staff member? Is adequate
sick leave provided for staff so they can remain at home
when they are ill? =

Is at least one staff member trained in first aid? Does
the center have a health consultant?

Is the building comfortably warm in ‘cold weather? Are
the rooms ventilated with fresh air daily?

" 194
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. The facility is safe for children and adults.

Are the building and grounds well lighted and free of
hazards?

Are furnishings, sinks, and toilets safely accessible to
children?

Are toxic materials stored in a locked cabinet? 7

Are smoke detectors installed in appropriate locations?

Are indoor and outdoor surfaces cushioned with mate-
rials such as carpet or wood chips in areas with climbers;
slides, or swings?

Does every staff member know what to do in an

emergency? Are emergency numbers posted by the tele-
phone?

3. The environment is spacious enough to accommodate

a variety of activities and equipment.
Are there at least 35 squ- ~ feet of usable playroom

floor space indoois per child and 75 square feet of play

space outdoors per child?

Is there a place for each child’s personal belongings siich

as a change of clothes?

Is there enovgh space so that adults can walk between
sleeping children’s cots?

If you have remaining questions about how to select a good
program, consult an NAEYC Affiliate Group, the early child-
hood department of a local college, your state licensing
agency, or others knowledgeable about early childhood

education:
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Checklist #5

POINTS TO THINK ABOUT IN CHOOSING A FAMILY

DAY CARE HOME FOR YOUR CHILD

Q. What is a mely Day Care home?

- It is a home in which children live during day-time hours

&

only. Here they receive care from a motherly person, who

is not related to them. They go to their own homes and

parents at night:

. How many children may be cared for in a Family

@:

Day Care home?

. Not more than two youngsters if they are under two years

old, and never more than five children all together.

. What kind of person makes a good Family Day Care

mother?
. A friendly, healthy person of good character and reputa-

tion.
. How about the other members of her family?

They should all be healthy, as shown by a recent medical

;;m: B O

examination report of each one—including a chest X-ray

of each adult in the home. Then you are sure that they

are in satisfactory physlcal condition:

. What do I look for in a Family Day Care mother?

Is she kind and does she like your child? Is she motherly

.»@:

toward all the children who stay with her? Does she un-

derstand what each child needs—proper diet, play, rest,

etc:?
. How can I tell whether this is a good home for my

child during the day when I am away from him?

@:

A. Are you comfortable with tiie Faxmly Day Care mother‘?

Do you like and trust her? Does she ask questions that

will help her to understand your child better? Does she

agree with you about important things?

Q. How much will I have to pay?

A: There is no set amount. This must be worked out so it
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is satisfactory to you and to her. Do not leave your chitd
until you have a clear and definite agreement

. How do I know whether a homie is licensed or ap-

proved by .he Health Department—or whether it is
n the way. to g’ethng a hcense?

approval, ask her to get in touch with the Health Deparb-
ment.

N What do I look for m the homé? )

lated. Is there space to play, indoors and outdcors? Is
there a clean, airy place for a rest? Is the kitchen clean?
Is there a refrigerator? Is the bathroom clean? Does it
have a toilet, and a wash basin with running hot and
cold water?

. What responsibility do I have before I leave my child

in a Family Day Care home?

. It is most important for you to do the followmg

Write down your child’s real name; his nick-rame '(615
pet name), and date of bu'th

Write down the name, address, and télephone number
of the doctor or clinic for your child, in case of any
emergency.

Write down that you give the Family Day Care mother
your permission to take your child to this doctor or clinic
in case ¢° an emergency. This is most important for you
to do.
~ Write down the name, address, and phone number of
the place where you can be rsached during the day.

Give the Family Day Care mother an up-to-date record
of a physical examination of your child by a doctor, with
any advice or recommendation he or she may have regard-
ing your child.

Tell the Family Day Care mother about your child’s
eatmg and sleeping habits, his toilet habits, the things
he enjoys, and the things he is afraid of. Help her to
know your child. Can he wash and toilet himself? Does
he have a favcrite toy to go to sleep with?
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Q-

Al

?‘01

>0 #O

How can I be most helpful to my child and to the

Family Day Care mother?

By making one or more visits to the home with your child

before you leave him there. Talk to your child naturally

and easily so as to be sure he understands and knows he

will ccutinue to live with you. Give him time to under-

stand and to become familiar with the new situation: Al-

ways be truthful. Do not make any promises you do not

expect to keep. Answer his questions:

. How long will it take him to become adausted?

This varies greatly and depends on the age of the child

and on how comfortable Ee is in the new home. Give him

time to get used to it: If he seems worried or anxious try

to stay with him for a time each day. Bring one or several
of your child’s favorite toys and/or blanket. Talk with the
Family Day Care mother each day so you and she can

keep each other up-to-date about your youngster.

Will it be upéettmg in the beginning?

It may be hard in the beginning for all three of you. Tty

to be understanding, supportive, and patient.

. How can I know whether I am making a mistake?

See whether the youngster is overcoming his fears about

being left and is becoming interested in going. See

whether he eats and sleeps well when he is at home. Is

his color good? Is he normally active and spry? Does he

the day? Does your doctor feel he is O.K.?

If I am worried and unhappy about my child in the
Family Day Care home; where can I get help or ad-
vice?

Perhaps from your husband or someone in your family
whese judgment you trust; perhaps from a professional

person who works with children and families, like your
doctor or minister, or a Department of Health Consultant
in the Division of Day Care. _ _

When you have seen your child thrive in his Family

Day Care Home, you can be sure you have chosen wisely.

THE DIVISION OF DAY CARE
BUREAU OF CHILD HEALTH
65 Worth Street
New York, NY 10013
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Checklist #6
QUESTIONS AND ANSWERS ABOUT CHILD CARE

The following are questions parents frequently ask about

child care:

I feel so gullty about havmg soimeoine else care for

my child: Won’t this separation interfere with my child’s

development and our reiationship?

Available evidence indicates that the opposite is true. There

are many books, papers, and manuals that support the idea

that quality day care services usually enhance child matura-

tion and development and may improve the parent-child re-

lationship: ) S S L
Is day care harmful to the physical health of my child?
Children in high quahty day care compare very favorably

with children reared in their own home in terms of physical

health. The advantage of early deiection and treatmient of
illness appears to far outweigh th~ slightly increased possibil-
ity of picking up mild infections such as colds and diarrhea.

Also, a carefully planned nutrition program can not orly

improve the health of the child, but also provide nutrition

education for both the child and the family.
Is day care harmful to the mental and social develop-

ment of my child?
Available evidence appears to indicate that children in

child care compare very favorably developmentally with chil-
dren who remain at home with their parents. The benefits

of developing cognitive, affective, and social skills through

interaction with other children and nonfamily adults in a

safe, structured setting supervised by a caring, knowledge-

able adult are far greater than the possibility that the child

will miss some of the warmth and depth of the parent-child

relationship.
Will my child love and respect the caregiver more than

me?
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_ There is abundant evidence that children in day care still
look to their parents when there are decisions to be miade

appropriate bonding and attachment, but rather the quality,
security, and predictability of that interaction.
Will a child who attends a day care center or nursery

All the evidarice appears to show that this is not true. The
gains children make in emotional, social, and cognitive well-
their motivation for leaining and hence their schoo) perform-
ance. ] - . B -

_Will the day care ceriter or other caregiver handle my
child differently than I do and make it difficult for me
to rear my child the way I want to? In short, will my
child be brainwashed and alienated from the family?
involved with their child’s care and to communicate with the
caregiver. If the differences are too great, a change of setting
is advisable.

Friedman DB, Sale JS, Weinstein V: Reprinted with permission
from Child Care and the Family, National Committee for Preven-
tion of Child Abuse; ISBN 0-937906-39-5, Chicago; IL; 1984
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Summary Of Clues To Child Abuse

Historical

1.
2.
3.
4

Unexplained or madequately explaméd injiiries.
Changing explanatioris of injuries.

Injuries explained by caregiver(s) as resulting from child
behavior impossible for that stage of development.

4. Alleged self-inflicted or third-party inflicted injuries.

Physical

5
6
7.
8

: Excessive bruising or skin injury, especially in unusual

locations:

6. Repeated injuries (even if apparently accidental) and fail-

ure to thrive:

Typical identifiable lesions (e.g;; spiral or chip fractures)

or marks (e.g,, strap marks or immersion burns).

8. Head and neck (including retinal hemorrhages and sub-

dural hematomas), genital and abdominal visceral

injuries:

Behavioral

9.

10
11.

Inexphcable changes in child behavior, mcludmg hyper-

selectxv:tty in friendly approach to adults andfor chlld’
claim of mistreatment.

Changes in adult attitude toward or behavior in relation
to child. ]
Inappropriate behavior of signi‘icant adults in interview
situation:

201



180 Appendix IV.1
12. Delay in seeking medical attention for child, lack of in-
terest in child’s medical condition or well-being, and/or
refusal or failure to follow appropriate therapeutic recom-
mendations.
~ Preparedby
Alma S. Friedman, M.S:W. and
David B. Friedman, M.D.
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Cnaracteristics Of Abusive Adult Family

Members

1. Appear dependent and show need of nurturance
a. Deprivation experiences and/or often abused as children

b. Negative or poor self-image
. Fear of relationships

a. Isolate themselves
b. Make themselves difficult to like

: Lack of support systems
a. Unable to reach out

b. Never lcarned to ask for and receive help
4. Marital problems ,
a. Choose mate like themselves o
b. Child or children often means of communication
>. Life crises
a. Unable to control own life
b. Lack self-control

¢. Impulsive behavior

. Inability to care for snd protect child
a. See child as “special” = ]
b: Expectation that child fill adult needs

¢. Inappropriate expectations of normal and handicapped
_ child
d. Role reversals y o
e: Child as extension of self or living through child
ack of nurturing child-rearing practices
. Abuse or meglect in adult’s childhood

- Problem with “inner child of the past”
Con’usion of discipline and punishment
. Cultural and subcultural punishiment child-rearing

practices

oo

~_ Preparedby
Alma S. Friedman; MSW and
Davic B. Friedman; M.D.
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Recommendations For The Immunization

Of Caregivers In Child Day Care Centers
(Centers For Disease Control 1983)

Immumty to the following diceases is recommended for

caregivers in child day care centers:

Diphtheria, tetanus, mumps, measles; pcliomyelitis, rubella

A record md1catmg 1mmun1ty to these diseases must show
the following:
Diphtheria and tetanus:

Completion of a primary series (3 doses) for tetanus and

diphtheria; boosters within the past 10 years.

Mumps
Vaccination with mumps vaccine on or after the first birth-
day, or
Date of physmlan-dlagnosed mumps dlsease, or laboratory
evidence of immunity.

Measles:
Immunization of individuals born after 1956 (persons born

before 1956 are considered immune);
Vaccination with live measles vaccine on or after 15 months
of age, or
Date of physiéléﬁ-dlééﬁééé& Hléiéiéé disease; or

Polio:
Vaccination with a pnmary geries (3 or more doses) of poho
vaccine for any caregiver less than 18 years old or still in
high school.

Rubella:
Vaccination with rubella vaccine on or after the first birth-
day, or
Laboratory evidence of nm*nmty B
Immunity to this d:sease is especially important for women

adequate evidence of immunity.)
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'Measles; mumps; rubella vaccine should be used if a care-

giver is thought to be susceptible to more than one component
of measles, mumps, and rubella. There is no evidence of ad-

verse reactions following vaccination of individuals who are
immune.
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APPENDIX V.2

GUIDELINES FOR HEALTH SUPERVISION

Esch child and family is unique; therefore these Guidelines for
Health Supervision of Chiidren and Youth’ are designed for
the care of children who are recaiving competent parenting, have
no manifestations of any important health problems; and-are grow-
ing and developing in satisfactory fashion. Additional visits may

become necessary if circumstances suggest variations from nor-

mal. Thesg guidelines represent a consensus by the Committes
on Practice and Ambulatory Medicine, in consultation with the

membership of the American Academy of Pediatrics through the

Chapter Chairmen
__The Committee emﬂhaslzes the great importance of continuity

of care in comprehensive health supervision® and the need to
avoid tragmentation of care®.

A prenatal visit by the parents for anticipatory guidance and
pertinent medical history is strongly recommended.

__Health supervision should begin with medical care of the new-
born in the hospital.

— INFANCY EARLY CHILDHOOD LATE CHILDHOOD ADOLESCENCE |

ﬂéé‘ T BN e N N T N N R N EE KR R ED

mo. | mos. | mos. | mos } mos | mos. mos. | mos. | mos. | ym | ym oy iym|ymim o |m |y | m
wistforY| | L L L L b L R E N
Initial/interval ole|o]oje]|e o|loleje]e ojeole|o|e@ ojo|eo|e

MEASUREMENTS A I S I I .
Height and Weight (AR IR AR B DR o|lo|o|ee slo|(sjs|e s|eo|e|e®
Head Circumference olo|e|o|e]e
Blood Pressure eie o|lo|o|e]|e eje|o]e
SENSORY SCREENING .

Vision s|s]|s]s{s|s s|s|s|o|o o|lo|ojs|o o|s{o]|oO
Hearing| |s|s|s]|s|{s|s]| |s|s|s|s{o] |o|s®|s®|s®|o] |s|s]|ols
DEVEL/BEHAV. ASSESSMENT® eje|e|e|e]le elo|o]|o]e NI elo|o|e®

: el e : T B IS N




E

PHYSICAL EXAMINATION’ | |e|e|e|e|o|e| [e|e]|oje|e]| |ele|e|ele] |lelalele
PROCEDURES® | |
Hered./Metabolic Screening® | | e
Immunization® e|le|e elele ° - N
Tuberculin Test ° . 5 < ° < ol
Hematocrit or Hemoglobin'? « o[~ ) > < ® > < (Y EN
Urinalysis'3 « . > P ° s . - 4 1els
ANTICIPATORY GUIDANCE™ | |e|e|e|e|e|o| |o|e|e]lele] |e|e|sle|s] |olelels
INITIAL DENTAL REFERRAL'S "

1. Committee on Practice and Ambulatory Medicine. 1981,

2. Ste on Continulty of Padiatric Care, Committee on Standards of Child Health
Care, 1978.

3. StamnlonFragmemaﬂono'PedlaMcCAre Committee on Standards of Child

3 Schedule, or if

re for the first time at any point on the

at the suggested age, the Schedule should be

e ot the earfiest possible time.

y history and appropriate physical examination; if suspicious, by specific objective
developmental testing. -
7. At each visit, a complete physical examination is essential, with infant totally un-
Clothed, older child undressed and suitably draped.
aﬂwmaybenndlﬁed.depondlnguponenwpdmlmowwduleendlndmdual

9 mmwammmummwzmwmmmuym
bafore 24 hiours of age should be

10,
1.

12. Present medical evideﬂce’ o suggesﬁ””” ﬂii need for reevaluation of the frex

13.

14.

15

upon specific indications. Testing other than newbom (e.g.. Inbom errors of metabolism,
sickla disease, lead) are discretionary with the physician.

Mﬁemﬂwmd 8 = subjective, by history; O = objective, byastandatdlasﬂngmetfnd

N.B.: Spacial chemical; Immunologie; Bnd endoctine stig ars wsually caried out

sghedule(s) per Réﬁﬁﬂ of Commmoeon Infectious Disease, ed. 20, 1986.
]'hecommmeeonlnfscﬁousbiseasesrecommendsmbomm testing at 12 months
of age and every 1-2 years therealter. In some culosis is of axceedingly

low occurrence and the pliysician may elect not to retest routinely or to use longer
intervals.

timing of hemopobin or hiefmatoGit 85t6. One defermination is therefore suggested
during each time period. Parformance of additional tests is foft to the individual
practica experience.
MWWMMW%%W@MU&MMM&NUWQM
timing of urinalyses. One_detarmination s therelore suggested during each fime
period. Performance of additional tasts is left 16 e individual practice exparience.
Wtodmmmummmmﬁmmmmmm

Subse@emmmmesmmbym

Q
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APPENDIX V-3
Immunization Protects Children

Childhood immunization means protection against eight
major diseases: poliomyelitis, measles, mumps, rubzlla (Ger-

your child fully protected?

Check the table and ask your pediatrician if your child is
up-to-date on vaccines. It could save a life or prevent disabil-
ity. Measles; mumps, rubella, poliomyelitis, pertussis,
diphtheria, H. influenzae type b, and tetanus are not just
harmless childhood illnesses: All of them can cripple or kill:

All are preventable. In order to be completely protected
against diphtheria, tetanus, and pertussis, your child needs
a shot of the combination diphtheria-tetanus-pertussis (DTP)
of the oral polio vaccine (OPV) is usually given:

At 15 months your child should have a shot for measles,

rubella, and mumps (MMR). This can be given in one combi-
the preschool and school-age period. Haemophilus b polysac-
charide vaccine (HBPV) is due at 2 years: At 14 to 16 years
a tetanus-diphtheria booster shot should be given:

If you don’t have a pediatrician or family physician; call
your local public health department. It usually has supplies
of vaccine and may give shots free:
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Appendix V.3 187

Recommended Schedule for Active Immunization of

Normai Infants and Children

Immunization(s)

Comments

DTP;! OPV2
DTP (OPV)

Measles, Mumps,
Rubella (MMR)?

OTP;%# OpV>
HEPV®

DTP, 0PV
Td®

Car: be Initiated as early as

2wk of age In areas of
high endemicity or during
epidemics

2:mo Interval desired for
OPYV to avoid inteiference

from previous dose

OFV is optional (may be
given in areas with
increased risk of pcliovirus
exposure)

MMR preferred to individual
vaccines; tuberculin
testing may be done (see
Tuberculos!s)

Ator before school entry
Repeat every 10 yr
throughout life

-DTP—Diphtheria and fstanus foxolds with perfussis vaccine. .
20PV~—Oral, poliovirus vaccine contains attenuated pollovirus types 1, 2, And 3.

*MMR=Live measles, mumps, and rubella viruses n a combined vaccine (see

text for discussion of single vactines versus combination).

“Should be given 6 to 12 months after the third dose.

®May be given simultaneously with MMR at 15 months of 3ge.

®Haemophilus b polysaccharide vaccine.

7Up to the seventh birthday: e
®Td—=Adiilt tetanus toxold {full dose) and diphtheria toxold (reduced dose) in

combination.

__For all products used; consult manufacturer’s package insert for instructions
for_storage, handiing, and administration. Biologics propared by different
manufacturers may vary, and those of the same manafacturer may changs from
time to time. Therefors, the physician should be aware of the contents of the
package insert. '

Reprintad from Commitiee on Infectious Diseases: Report of the Committee on Infoctious

Digéases, ed 20. Elk Grove Villags, iL, American Academy of Pediatrics; 1886, p 8, table 2
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APPENDIX V.4

Guidelines For Letter To Parents
Concerning lliness

. Identify the cause of the infection as precisely as possible.

Include the medical name of the cause of the infection
and the symptoms which result (fever, cough, diarrhes,
rash, etc.).

2. Indicate the length of time the parent needs to be worried

about whether additional cases will occur from day care
exposure.

3. Indicate how the infection is spread (cough, hand contact

between stool and mouth, etc.).

Indicate if apparently well children can carry and sprer2
the agent.

. State level vi Coucern: o

a. Notify your doctor if develops:

b. Call your doctor for advice:

c. Medical advisor/health department has recommended
that all children have cultures of
receive

This will be performed at the center or
Please call your child’s doctor to arrange that this

_ be done:

d. State applicability or lack of apphcablhty of recommen-
dations to parents, other children in the household,
other close contacts (babymtter, church, schocl etc.).

: . Indicate restriction on child’s return to center, if any.
. If applicable, indicate that the exposed children should

stay together until control measures/incubation period has
been completed.

7. Establish one or two people to answer all questions and

to serve as ligisons with physicians. State how and when
these people can be contacted.

8. If child becomes ill between the date of notification and

the date of incubation period (state date)
requgstﬁ that the center be notified either that the illness
is a possible case of or if the

iliness is due to another cause.
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APPENDIX VI.1

Sources Of Child Health And Safety
Information And Materials

Federal

1

4.

5.

6.

10.

11

12:

Head Start Health Service, Administration for Child,
Youth and Families, P.O. Box 1182, Washington, D.C.

20013.
U.S. Department of Labor, Occupatmnal Safety and

Health Administration (OSHA), Washington; D.C. 20013.

. U.S. Department of Agriculture, Food and Nutrition In-

formation Center, National Agricultural Library Build-

ing, Room 304, Beltsville, MD 20705. 1-301-344-3719.

Clearinghouse on Child Abuse and Neglect Information,
P.O. Box 1182, Washmgton, D:C. 20013: 1-202-755-9590.

Clearinghouse on the Handicapped, Room 338-D, Hubert

H. Humphrey Building, 200 Independence Ave:, S.W.,
Washington, D.C. 20201. 1-202-245-1961:

Clearinghouse on Sudden Infant Death Syndrome (SIDS),
1555 Wilson Blvd:, Suite 600; Rosslyn, VA 22209-2461.

1-708-522-0870.

. National Information Center for Handicapped Children

and Youth, 1555 Wilson Blvd:, Rosslyn, VA 22209 1-703-
522-0870.

. National Institute of Mental Health (NIMH), 5600

Fishers Lane, Rockville, MD 20857.

. National Institute of Child Health and Human Develop-

ment, Office of Research Reporting, 9600 Rockville Pike,

Room 2A-32, Bethesda, MD 20205. 1-301-496-5133.

For anythmg developed by or procured through the Divi-

sion of Maternal and Child Health, write to: Health

Clearinghouse, 8201 Greensboro ane, Suite 600; Mec-
Lean, VA 22102.
Superintendent of BéEﬁments Government Printing Of-

fice, Washington, D.C. 20 :02.

United States Consumer Product Safety Commission;
(USCPSC), Rrom 336B, 5401 Westband Ave., Bethesda,
MD 20207. 1-800-638-2772:
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Appendix VI.1 191

National (private)

1.

Amencan Academy of Pediatrics Eiiﬁéiéﬁ 6? Hééiiﬁ Edu—

Injury Preventlon Program (TIPP): pargnt questmnnalres

and handouts with instructions for preventing injuries

to children, child passenger safety pamphlets, the news-

letter Safe Ride News, and the handbook Injury Preven-

tion in Children and Youth (in press).

. National Child Passenger Safety Association. Contact:

Elaine Weinstein, 1705 DeSales Street, N.W:; Suite 300,
Washington, D:€: 20036: 1-202-429-0515: Resources pam-

phlet, quarterly newsietter, national networking child

safety advocates; general information clearinghouse on

child passenger safety:.

Physicians for Automotive Safety. Contact: Annemarie

Shelners; P.O. Box 430, Armonk, NY 10504. 1-914-173-

6446. Resources: pamphlets, parent education films,

slides; quarterly newsletter:

National Fire Protection Association, Batterymarch Park,
Quincy, MA 02269. 1-800-344-3555.

American Society for Testing and Materials, 1916 Race
Street; Philadelphia, PA 19103

. National Safety Council; 444 N: Michigan Ave,, Chlcago,

I1l. 1-312-527-4800.

National Association for the Education of Young Chil-
dren, 1834 Connecticut Ave:., N.W., Washington, D.C.
20009. 1-800-424-2460.

. Chlld Care Iiifdﬁiiétiiiﬁ Eiéﬁﬁﬁéé, P.O. B&i 2890, Réd—

vices, 17th & D Street, N.W,, Washington; D C. 20606

. American Home Economics Association, 2010 Mas-

sachusetts Ave:; N.W.; Washington; D.C. 20036

. March of Dithéé; Sﬁijﬁly Division, 1275 Mamaroneck

Ave., White Plains, NY 10606. @
Society for Nutrition Education; 1736 Franklin Street,
Oakland; CA 94612:

. Metropolitan Life Insurance Company, Health and Wel-

fare Film Library, c/o Association Films; Inc., 600 Aronid
Ave,, Ridgefreed, NJ 07657. 1-201-943-8200. Or One
Madison Ave., New York; NY 10010. 1-212-578-5015-
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Safety Now Company; Inc.; P.O. Box 567, Jenkintown,
PA 19646. ,

Preschool Enriclment Team, Inc clo Patricia Wlse, R. N

276 High St., ho yoke; MA 01040 A poster source. for
Eéﬁ& ’v’v’as""hm’ "é techniques and 'dai'si éé.fe' health tfam'mg

" New York; NY 10003.

State and Local (public)

cm,u‘g,o: N

_as :

. “Safe Schools,” a guide to creating safe environments for
preschoolers. (A how-to mapual for teachers.) Department
of Puklic Heslth, Division of Family Health Services,
150 Tremont St., Boston, MA 02111.

. Coope"atlve Ex‘.,emmn Service, located in different offices

in each state.
Police departments, state and local.
Fire departments local.

. State and local injury preventlon projects. These may be

in local health departments, or in local hospitals, and in
state health offices.
Chlld protectlve semces These may | be Iocated in differ-

getvice agericies.
State and local health departments and within them their
offices for environmental protection, maternal and child
health, and health ediication.

State and local (private)

o !F“ 99‘ .N?‘ !“"

. State and local medical societies.

State and local dental societies:

Association for the Blind; state and local chapters
Lung Association, state and local chapters.
America:x Automobile Association, local cffice.

Do
ol |
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APPENDIX VI.2

SITE SAFETY CHECKLIST

Date Inspertion Was Made —

e | pate
Rooms and Satistactory | C4TeCtions | Gyrections
Made

Floors are smooth, clean | OK | Not
and have a nonskid OK
§uﬂé@. o
Medicines, cleaning 0K | Not

agents and tools are OK
inaccessibie to children:

There are no aerosals in
the room. Art supplies

are nontoxic. ]
First aid kit is ﬁféééﬁf oK Ngf
and adequately supplied. OK

Walls; ceiling clean and | OK | Not
in repair. No peeling or¢
paint, damaged plaster.
Less than 20% of wall
surface is covered by

hangings.
Children are never OK | Not

unattended, always OK
supervised by enough
staff to evacuate. _
Lighting and electricity: | OK | Not
brightness Is OK; outlets OK
are covered, no dangling
or covered extension
cords.

©
3




194 Appendix Vi.2

Rooms and
Units

Satisfactory

Corrections
Needed

__Date

Corrections

No fres standing space
heater.

OK

Not

Heating and ventilation
systems are working OK.
Pipes and radiators are
Inaccessible or covered

foprevent body contact if
110°F or above.

OK

Not
oK

comfortable.

OK

Not
OK

Hand washirg facility: hot
water temperature should
not excaed 110°F (43°C),
faciiity is_easily
accessible; soap and

OK

Not
OK

animals, vermin or
poiscnoug plents (ria
turtie; hamsters or
harniful pets).

Not
OK

Trash storage Is covered.
Sanitation adequate

especially in food service
areas; cots or mats; dust
traps.

OK

Not
OK

Exits are clearly marked
and unobstructed. Easy
access to emergency
phone. Emergency
contact information is
current.

OK

Not
OK

Locked doors to closed
spaces can be openedby
an adult.

Not
OK

No smoking In childcare | DK | Not
area. OK o
T 216 )
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carretions | . DAt®
Satistactory | COEMONS | Gomacions
Made

Roomsand
Units

No precariousiy placed OK | Not
small or sharp or OK
otherwise hazardous

objscts. Plastic bags are
scfely used. Lo
Rest squipment is OX | Not
labeled. Linens; mats; . OK

appear clean: o
Toys and furnishings éré oK Ni:i
In repairand free of pinch OK
or crush points.

Decorispleasant, | OK | Not
nonflammable materials OK

areused.
Windows sccurely OK | Not

tcreened and opening OK

Fans in use have covers | OK | Not
or guards with openings OK

smaller than one half inch. o
Infant Toddler Programs | OK | Not
Toys are lead-free. OK
Mouthed toys are
sanitized between
’:ﬁ'ﬂ's"””i "’I '63”|’7"',7 T _ B
High chairs hava wide OK | Not
bass and safety strap. OK | _
Diaper changing area OK | Not
clean; adequately OK
supplied with changing
pads and disposable _
sheeting. Sunitized aftsr
each use; o

Soiled diapers disposed | OK | Not

of in securely tied plastic OK
bag.

Nobottlesincriborinfants | OK | Not
lying down drinking. ) OK " _
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Roorms and
Units

Satisfactory

Corrections

Needed

_ _Mads

No toddlers waliing oK | Not

around with bottles.

0K

Hand washing for child
and caregivers practiced
after each diapsrchange.

i

Not
OK

OK

Rallways and
Stairs

Satisfactcry

Corrections
Needed

Date

Made

Siioke detectors are OK

OK | Not
OK

Exits are neither
obstructed ner cluttered.
Clear exit routes are
marked. Alarm system Is
working: Fire
extinpuishers OK. =
Emergency lighting is OK.

OK | Not
OK

strangers is consistently
done. Emergeney phone
numbers {police, fire; _
rescue, poison control)

are posted by phone:

Not
OK

Doors open in direction of
axit travel.

Not
OK

Doors are operaticnal with
panic hardware on
emergency oxits.
Windows are Screéned.

Not
OK

oK

Floors are smooth, cleari
and have a nonskid
surface. Rugs are
attached.

Not
OK

OK

Walls are painted with _

lead free paint. Piaster Is
intact. There are no loose
nails or other hazards.

Not
OK

4

r

Y
Koo}
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Appendix Vi.2 197

o i Date
Hallwaysand ecticiaa— | Corrections | ~- "= ~*
Stai Satistactory Neaded redtions

There are no disease OK | Not

bearing animals, vermin OK

or poisonous plants (no
turties; hamsters or
harmful pets). o
Heating and ventiiation OK | Not
are working OK: Pipes OK
and radiators are )
Inaccessible or covered
to prevent body contact.
Humidity level is
comfortable.
Lighting electricity: OK | Not
Brightness OK: Outlets oK
are covered: There are no
dangling or covered
extension cords. L
Right hand descending | OK | Not

railing secured at child OK
helght.
Stairs and stairways free | OK | Not

of stored item:s: Stairways OK
wall lit by artificial or
natural light.
Safeguards to prevent OK | Not
children from entering OK
unsupervised or
hazardous areas.
Clear glass panels used | OK | Not

in traffic areas are safety OK
glass or equivaient and
are ciearly marked to _
avoid accidental Impact. S
Fans in use have covers [ OK | Not

or guards with openings OK
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Kitchen and
Storage
Areas

Satistactory

Corrections

_ Date
Corrections
Made

Plumbing and water.
temperature: at least
170°F water or sanitizing

agentisusedfor
sanitization. Plumbing is

working properly. =

Trash storage covered

and litter minimum: Trash
kept away from potential
food storage and
preparation areas. No _
storage near furnace or
hot water heaters:

OK | Not
OK

Heating and ventilation _
systems are working OK.
Pipes and radiators are
Inaccessible or covered
to prevent body contact.

OK | Not
OK

No animals or vermin are
present. Insects are
controlled by screens. No

pesticides are used on
food, food preparation or
storage surfaces.

No pest stripsor
pesticides used where
possible contact with food
can occur.

OK | Not
OK

Cleaning agents and tools
and utenslls including
matches are stored away
from food storage and
used safely. Toxic

materials are in original
containers separately _

stored away from food. _

‘OK | Not

OK
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Kitchen and [~ | Dpae
Storage Satistactory | CRTeCtOns | ooractions
Argas : . Made
Lighting and electricity: | OK | Not

Brightriass is OK, outlets OK

are covered, therg are no
dangling or covered
extension cords. Fire

extinguishers in safe

working order.
Food Storage: Inventory | OK | Not
and dated rotation OK
methods are used.
Refrigerator temperatures
less than 45°F. Frozen _
foods are stored at0°F or
below. Handled leftovers
are discarded.
Foodisstoredonshelves; | OK | Not
containers are labeled; OK
made of insect resistant
metal or plastic (not
clastic bags): o
First aid klt ls available OK | Not

OK -
Fire extinguisheris | OK | Not
charged. Staff know how OK
to use it. :
Personnel are healthyand | OK | Not
perform appropriate, OK
frequent hand washing,

use hair restraints; wear
clean clothing: No

smoking allowed in food
preparation area.
Sanitation: Surfaces are OK | Not
clean, free of cracks or OK

crevices. Wood cutting

not used: S _
Eatingutensilsarefreeof | OK | Not
cracks and chips: OK L ]
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Kitchen and
Storage
Areas

Coirections
Needed

_Date

Corrections
Made

Pot handles on stove are
turned inward where they

cannot be knocked over

and contents spilled.

OK

Not

OK

Outdoors

Satisfactory

Corrections
Needed

___Date
Corrections

Made

Free of litter and sharp

OK

Not
OK

Play equipment is
smooth, well anchored
and free of rust, splinters
or sharp corners: No
exposed uncapped
screws or bolts. Size
appropriate to child users.

Bars stay in place when
grasped. Maximum
height, & feet. Safe way
out on all climbers.

OK

Not
OK

No “S* hooks or other
open hooks. Swing seats
are light-weight, flexible
and noncutting.
Equipment is placed in
safe location (away from
whare other children
weuld play).

OK

Not
oK

Slides have horizontal
steps and goodtread. Rim
on slide to prevent falls,

flat bottom to slow down.
Metal beds are shaded
from the sun. Steps 7
inches apart, flat {not

. tubular).

OK

Not
oK
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- o Date
Otdoors Satistactory C%%‘:%tg%"s Corrections
Made

Are sandboxes covered | OK | Not
when not in use? Places OK
for adults to sit where
nesded to supervise?

Ringsdonotpermitentry | OK | Not
of child's head or they are OK
large enough for whole
body.

No pinch or crush points | OK | Not
on equipment. oK
Fences or natural barriers OK Not
prohibit access to OK

hazardous areas and

No stagnant pools of OK Not
water. OK
Playground surfaceis | OK | Not
nonabrasive, and impact- OK
absorbing (shredded
tires, wood chips), free of
litter and concealed
debris; no animal
excrement, =
Poisonous piants and oK | Not
stinging insect nests OK
removed.
Street traffic controlled. OK | Not
Pick-up arid drop-off . OK
procedures are safe. o
Vehicles o
School bus signsarein | OK | Not
place: OK
Vehiclesare mechanically | OK | Not
in order. OK
Safely restraintsare | OK | Not
adequate in number and OK
type and are used. |
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— | eoractions | . Date
Otitdoors Satisfactory | OGO | Gomections
. Made

Safety locksorchilddoor- | OK | Not
opening restraints OK
present.

Driver training for school | OK. | Not
bus safety is up-to-date. | oK

Attandants present as OK | Not
required. OK

First aid kit is adequately | OK | Not
stocked. OK

Current emegency OK | Not
contact and medical OK

Information is in vehicle
when in use:

Trips are planned with | OK | Not
emergency management OK

and health facilities

Children have OK | Not
identification Including OK

their name, and _

Bathroom and o A | _ Date
Laundry Satsfactory | Coevor*® | Comrections
Room Made

Handwashingfacility:hot | OK | Not
water temperature Is less Ok
than 120°F; facllity is

easily accessible, soap
and towel supplies are

Covered lids on trashin | OK | 'Not
adults’ bathroom. Trash OK
storage and litter is

Cleaning agents are OK { Not
inaccessible to children. OK

stored in area: _
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Bathroom and oo PR . Date
Laundry Satisfactory C%%%%“é%"s Corrections
Room Made
Windows, doors, csilings, | OK | Not
walls are clean and well OK
malntained. Floors are
not slippery.
Temperature and OK | Mot
ventilation are adequately OK
and safely maintalned.
Tolletsandsinksareage- | OK | Not
appropriate size or OK
adapted. Step stools are
provided where
appropriate. No potty
chairs.

There is no electrical OK | Not
equipment near water. OK
Exits are clearly marked. | OK | Not
OK
Animals and vermin are OK | Not
controlled. OK
Towels, tollet tissues and | OK | Not
soap (liquid; not bar) are oK
avaiiable. ) o
Othier OK | Not
OK

From: Aronson, S., Nelson, H.

HealthPower
Westinghouse Health Systems; Inc:
1976 = _ R
Updated by S. Aronson 12/85
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Occupational Safety And Heaith

Administration (OSHA)
Consultation Service Project Directory

A directory of offices providing advice on safety to individu-

als responsible for programs at nongovernment work sites.

STATE TELEPHONE
Alabama ...........:c:::0:0:::00520....(205) 348-7136
Alésk’a.........;;;;.;;;;;;;;;;;;;;;;..(907) 276-5013
Arizona .... ... il iiiiiiiiiitareeiens . (602) 255-6795
Arkaﬁsaé...;;.;;;;;;;;;;;;;;;;; ....... . (501) 875-8442
87113 {1) v 11 1- R N . (415) 557-2870
Colorado .....c..ciicieiciirieseinnennns . (803) 491-6151
Connectlcut.;;;;;;;;;;;;;;;;::;;;;:;;:;(203) 566-4560
Delaware ...:::::::::0::0500:s0:50:2224:1302) 571-3908
District of Columbia ::.:::::.:.....::..-(202) 576-6651
Florida .....:cccciiiiiincssscissssenss. (904) 488-3044
Georgia .......iiiiiie00ssasasisnssnsss (404) 894-3806
Giia'm...;;;;;;;;;;;;;;;;;;;;;;..9-011 (671) 477-9821
Hawali .......cciiitiioiivaiaaiiiis: . (808) 541-25611
Idaho ...;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;(208) 385-3929
Mifofs .....: i iiiiiisivisinness (800) 972-4140/4216

(Toll-free in State)
(35;2) 793-3270

Indiama .. ...l o ittt . (817) 232-2688
Iowa R LR . (561b) 281-5352
Kansas ... 0000 iiiiiesiservnnnnsennss ; (933) 296-4386
Kentucky ::.c.ccicciiiinscrrrrisiasanas . (602) 564-68956
IZ)HIBIEDB......;2;;;;;2;;;;;;22;2 No SemcesAvaﬂable
Maine..;.;;.;;;;;;;;;;;:;;;; .......... . (207) 289-2591
Maryland ...... ;;;;::;;;;;:;;;;;;;;;;;;(301) 659-4218
Massachusetts..:;.::;;;;;;:;;;.; ....... . (617) 727-3463
Michigan ...... :isssseserrsrsssss . (617 3873-1410 (H)

(617) 322-1809 (S)
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STATE ___TELEPHONE
Minnesota ....ciiiiriiirieioecenans (612) 297-1953 (S)
777777777 (612) 623-5100 (H)
Mississippi ciiiiiiiiiiiiiiiieieeeennnnns (601) 982-6315
7777 Ul . iiiiiiiiiiiiniieenenansena. (314) 751-3403
Montana......iiiiiiiiiiiiiiiiinnnnnnn. (406) 444-6401
Navajo Nation .. cccioiiiiiiiiiineeennnss (602) 871-6335
Nebraska .......c000000000000 ieeeceens (402) 471-2239
Nevada ...ciiiiiiiiiiiiiiiiiiiieennnas (702) 885-5240
New Hampshire .....cciciiiiiiiiivnnn. (603) 271-3170
Newdersey ..icciiiiiviiiniiisiineennns (609) 984-3507
New Mexico...iciiiiiririreniroseananns (505) 827-8949
New York - ..ciiiiiiiiiiiiiiiiiaa.., (212) 488-7746/7
North Carolina ......ciiiiiiiiiiiiina... (919) 733-4880
North Dakota .....ciiviiiiiiiirinnenans (701) 224-2366
Ohio .cciiiiiiiiiiiisiiiniiinnnnen, «.. (800) 282-1425
(Toll-free in State)

o (614) 466-7485
Oklahoma ... i iiiiiiiiiiiirivionnnns (405) 521-2461
Oregon ..ol iiiiiiiiiiiiiieienccacanas (603) 378-3273
Pennsylvania ... ...cciciiiiiiiiii. ... (800) 382-1241

(Toll-free in State)
(412) 357-3019

Puerto Rico ... .:.iiiiiorssnneninns . (809) 754-2134/2171
Rﬁb&éﬁléﬁ&;;;;;;;;;;;;;.;:;;;;.;;;;;.(491) 277-2438
South Carolina ..........:0 s.oos0000000 (803) 758-8921
South Dakota ......cc.i i iiiii.......(605) 6884101
Tennessee ....:.iiiiiiiiiiaiiiianisaas. (616) T41-2793
Texas .i:iiiiiiirriiirissnsssssseseess. (512 458-7287
Htéli;;;;;;;;;;;:;;;;;:;;:;;;;;:;;;;;..(801) 530-6868
Vermont :::.:..iiiiisieeiiesiniesnnnnns . (802) 828-2765
Virginia . ..ocoiiiiiiiiiiiiiiiatais (804) 786-68756 (S)
. _ (804) 786-6285 (H)
Yifﬁiﬁféléﬁ&ﬁ;;;;;;;;;;::;;;;;;;: ...... . (809) 772-1316
Washington ... iiiiiiiiiiiiiiiiiaiies . (206) 753-6500
West Virginia ........oociiiiiiaiiaii... (304) 348-7890
Wiéééiiéiﬂ;;;;;;;;;;:;;;;:;;;;;;;;.. (608) 266-0417 (H)
_ ; (414) 521-5063 (S)
Wyoming .::iiiiiiiiiiiiiisssssesassass (807 777-7786




APPENDIX VI.4
Fourteen Ways To Avnid Plant Poisoning

1. Become familiar with the dangerous plants in your ares;

yard; and home: Know them by sight and name:

2: Do not eat wild plants; inciuding mushrooms; unless pos-

itive of identification. =~
8: Keep plants; seeds; fruits; and bulbs away from infants:

4. Teach children at an early age to keep unknown plants

and plant parts out of their mouths: Make them aware

of the potential danger of p po:sonous plants:

6. Teach children to recognize poison ivy or other causes of
dermatitis in your area.
6. Be certain you know the plants used by children as play-
things (seeds or fruits, stems, etc:) or as skewers for meat
. or marshmallows.
7. Do not allow children to suck nectar from flowers or
. make “tea” from leaves:
8. Know the plant befcre eating its Etnts
9. Do not rely on pets; birds, or squirrels to indicate non-
 poisonous plants
10. Avoid smoke from burning plants, unless you know
 exactly what they are:
11. Remember, heating and cooking do not always destroy
_ the toxic substance:
12. Store labeled bulbs and seeds safely away from children
~ and pets:
13. Do not make homemade medicines from native or culti-
 vated plants: )
14. Remember, there are no safe “tests” or “rules of thumb”

for dJs mgmshmg ed1ble from pOmonous plants

second edltxon, James W. Hardm ‘and Jay M. Arena MD
Duke University Press; Durhiim; North Carolina; 1974.

POISONOUS PLANTS
Children are often attracted to the colorful berries, flowers,

fruits and leaves of plants. But over 700 plants in the U.S.

~ 228
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found anywhere—in YOur nelghBors or your own house, in

florist shops and grocery stores, in yards, in the woods and
on playgrounds.

_ Plants are a common cause of poisoning to preschoolers.

Most of these poisonings can be prevented, so it’s important

for_parents, gran&parents babysitters and day care workers

to know if poisonous plants are near children:

If eaten; some plant parts can cause a skin rash or stomach

upset; others can ever cause death: Here is a partial list of

indoor. and outdoor plants tliat are very dangerous—children

Autumn crocus Lancana

Azalea Laurel
Baneberry Lily-of-the-valley
Belladonna Liupine

Black cherry Mistletoe

Black locust Monkshood
Black snakeroot Moonseed
Buckeye Mountain laurel
Caladizm Mushrooms
Caper spurge Nightshade
Castor bean Oleander
Cherry Poison hemlock
Chinaberry Pokeweed
Daffodil bulbs Privet .
Daphne Rhododendron
Delphinium Rhubarb 1eaves
Dieffenbacchia Rosary pea
Dumbcane Rubber vine
Duranta Sandbox tree
False hellebore Tansy

Feczglove Thorn apple
Golden chain Tobacco
Hyacinth Tung oil tree
Hydrangea Water hemlggkﬁ
dequirity bean White snakeroot
dessamine Yellow jessamine
Jimsonweed Yellow oleander
Larkspur Yew

There is no rule of thumb to help you tell a poisonous
plant from a safé one. You can get hﬂp in 1dentit§iiiig plants

c’,"“’ St
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If you tlnnk your ch11d may have swallowed any part of

the child’s mouth ‘Then bring a piece of the plant to the
phone and call the local poison control center. Refer to Poison
under Emergency numbers in your local telephone book.

SAFE HOUSEPLANTS

A sure way to prevent these poisonings inside the home

is by substituting safe plants for poisoaous ones. Here is &

list of some common indoor plants that are safe for growing

around young children:

COMMON NAME BOTANICAL NAME
African violet Saintpaulia ionantha
Aluminum plant Pilea cadierei
Begonia Begonia semperflorens
Boston fern Nephrolepis exaltata
Coleus Coieus blumei
Dracaena = Dracaena fragrans
Hens-and-chickens Sempervivum tectorum
dadeplant Crassula argentea
Mother-in-law’s tongue Sansevieria trifasciata
Peperomia Peperomia obtusifolia
Prayer plant Maranta leuconeura
Rubber plant Ficus elastica
Sensitive plant Mimosa pudica
Spider plant Shlorophytum comosum
Swedish ivy Plectranthus australis
Wandering Jew Tradescantia fluminensis
Wax plant Hoya carnosa
Weeping fig Ficus benjamina
Adapted from

SCIPP

Statewide Comprehensive Injury Prevention Program
Massachuse“ts Department of Pubhc Health

150 Tremont Street, 3rd Floor

Boston, MA 02111
(617) 727-1246




' APPENDIX Vi.5
Unsafe Art Supplies

~ AVOID powdered clay. It contains silica, which is easily
inhaled and harmful to the lungs. _ _

USE wet clay which can’t be inhaled.

AVOID glazes that contain lead.

USE poster paints.
_AVOID paints that require solvents such as turpentine to
clean brushes. -

USE water-based paints.
~_AVOID cold-water or commercial dyes that contain chemi-
cal additives. L , ,

USE natural dyes, such as vegetables, onion skins, etc.

AVOID permanent markers; which may contain toxic sol-
vents. i} _ ,

USE water-based markers.
~ AVOID instant papier mache, which may contain lead or
asbestos. S
_ USE black-and-white newspaper and library paste or liquid
starch:

AVOID epoxy, instant glues; or other solvent-based glues.

‘USE water-based white glue or library paste.

AVOID powdered tempera paints.

USE liquid paint or any nontoxic paint.

For more informatian contact:

Art Hazards Information Center

6 Beekman Street = _

New York City, NY 10038
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The following are safe first aid measures for various types

of poisoning:

§!V§EEQWED POISONS—This is an

potential poison.

Call ph?éiciéii, pmson control center, or hospital
emergency depariment prompily for advice.

Do not make the patient vomit if:

Pat;ent lS unconsclous or drowsy
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the arms and/or legs or havmg uncontrolled body move-

ments)
+ Patient swallowed a strong corrosive (such as drain cleaner,

oven cleaner; toilet bowl cleaner, strong acids)
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other petroleum products (except after specxﬁc medical ad-
vice)
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For children under 12 months of age, obtain med.lcal advice.
For children one to ten years of age, give 3 teaspoons (one
tablespoon or .5 oz) syrup of Ipecac followed by 4 to 8 oz
of water. If no vomiting occurs in 20 minutes, repeat dose
ence only.

+ For children over ten years of age, give 2 tablespoons (1
0z} Ipecac syrup followed by 4 to 8 oz water.

~ If instructed, drive carefully to medical facility. Take pan

to collect vomitus. Bring package or container with intact

© 232
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label of material ingested or whatever left over material
there is.

FUMES OR GASES—Fuel gases, auto
exhaust, dense smoke from fires or fumes
from poisonous chemicalis.

* Get victim into fresh air.
* Loosen clothing. - . -
. victim is not breathing, start artificial respiration

promptly. Do not stop until patient is breathing well, or
_ help arrives. _ - - N
* Have someone else call a physician, poison control center;,
_ hospital, or rescue unit. ===
* Transport victim to a medical facility promptly.

EYE

¢ Holding ids open; flush out eye immediately with water

* Remove contact lenses if worn, L ,
e Irrigate eye for 15 minutes with a gentle continiious stream

of water from a pitcher. 7
* Never permit eye to be rubbed or use eye drops.

* Call physician, poiso:: -ontrol center, or emergency depart-

ment for further advice:

SKIN—Acids; lye; other caustics,

pesticides, etc.

* Brush off dry material gently. Then immediately wash off
skin with a large amount of water; use soap if availabie:

* Remove any contaminated clothing. o

* Call physician, poison control center; or emergency depart-
ment for further advice.
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BITES AND STINGS
SNAKE
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Do not apply ice: May use cool compress for pain.

Immediate suction without incision may be beneficial:

* Apply loose (allow two fingers under) constricting band

above the bite (not around fingers or toes) if cannot get to
medical help in one hour, =~
* Transport victim promptly to a medical facility.

INSECTS—Spiders, scorpions, or unusual reaction to
other stinging insects such as bees, wasps; hornets;
ete.

* Remove stinger if present with a scraping motion of a plas-

. Y. St T T, SURRY DN T S, S S S

tic card or fingernail to reduce injection of more toxin. Do

not pull out:

* Use cold compresses on bite area to relieve pain.

* If victim stops breathing, use artificial respiration and have

someone call rescue unit and physician for further instruc-

tions.

* If any reactions such as hives, generalized rash, pallor,

weakness, nausea, vomiting, “tightness” in chest, nose, or

throat, or collapse occurs, get patient to physician or

emergency department immediately.

For scorpion sting, get immediate medical advice.

For spider bites, obtain medical advice: (Save live specimen

if safe and possible:)

TICKS
. Aiways thoroughlv. uaspect child after time in woods or

234
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pletely removed:
* Use tweezers or protected fingers placed close to the head

to pull tick away from point of attachment:

e If head breaks oﬁ', v1ctnn should be taken without delay

ANIMAL—Bat, racoon, skunk, and fox bites, as well
as unprovoked bites from cats and dogs; may be from
a rabld animal.

e Call physician or medmal facility.

» Wash wound gently but thoroughly with soap and water

for 15 minutes:

POISONOUS MARINE ANIMALS—StIngray, Ilenﬂsh
catfish; and stonefish stings

» Put victim at rest and ‘submerge sting area in hot water.

* €Call physician or medical facility.

OTHER MARINE STINGS

* Flush with water; remove any clinging material:

* Apply cold compress to relieve pain.
 Call physician or medical facility.

SKIN WGUNBS—Protection agamst

and whenever the skin Is broken.
BRUISES

Rest injured part.. Apply cold compress for half hour (no

ice next to skin). If skin is broken; treat as a cut. For wringer

235 -



214 Appendix Vi:6
injuries and bicycle spoke injuries, always consult physician
without delay.

SCRAPES

Use wet gauze or cotton to sponge off gently with clean water
and soap. Apply sterile dressing, preferably nonadhesive or
“film” type (Telfapad):

CUTS

Small

ixse tourniquet only if necessary to control bieeding. Bandagé

Secure medical care: Do not use iodine or other antiseptics

without medical advice:

PUNCTURE WOUNDS
Consult physician.

SLIVERS
 Wash with clean water and soap. Remove with tweezers or
forceps. Wash again. If not easily removed, consult physician.

BITES AND STINGS

BURNS AND SCALDS—Protection again
tetanus should be considered in all bu
and whenever the skin Is broken.

1st
rns
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BURNS OF LIMITED EXTENT

If caused by heat:
* Immerse extremity burns in cool water or apply cool (50°
to 60°F) compresses to burns of the trunk or face for pain

rehef o

s Nonadhesive matenal such as household aluminum foil
makes an excellent emergency covering.

* Burns of any size of the face; hands; feet; or gemtaha should
be seen immediately by a physician.

EXTENSIVE BURNS

« Keep patient in a flat position.

 Remove nonadherent clothing from burn area—if not easily
removed, leave alone.

« Apply cool wet compresses to injured area (not more than
25% of the body at one time).

* Keep patient warm.

 Get patient to hospital or physician at once.

~ * Do not use ointments, greases, powder, étc.

ELECTRIC BURNS

¢ Disconnect power source if possible, or pull viciim away
from source using wood or cloth.

¢ Do not use bare hands.

¢ Electric burns may require “CPR” (Cardio Pulmonary Re-
guscitation).

¢ All electric burns must be evaluated by a physician.

SUNBURN

Children under one year of age may suffer serious injury

and should be examined by a physician.

247
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FRACTURES

__ Any deformity of injured part usually means a fracture.
Do not move person without splinting. Suspected neck or
back injury should only be moved with medical assistance to
avoid causing paralyzis.

SPRAINS

Elevate m]ured part and apply only cold compresses. If

marked pain or swelling present; seek medical advice.
TEETH

KNOCKED-OUT TOOTH

s If the tooth is dirty, rinse it gently in running water: Do
not scrulbs it.
+ Gently insert and hold the tooth in its socket: If this is not

possible, place the tooth in a container of milk or cool water.

+ Go immediately to your dentist (within 30 minutes, if pos-
gible). Don’t forget to bring the tooth:

BROKEN TOOTH
* Gently clean dirt or debris from the injured area with warm

water. __
* Place cold compresses on the face in the area of the injured

Do not apply pressure to eye or instill medications Wlthout

physicias’s aivis 2?8

- physician’s advxce
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* Attempt removal of foreign body by gentle use of moist
cotton swab 1f not unmedmtely succeséﬁﬂ obtam med1ca1
scratches, cuts ete. can be alleviated by bandaging the hds
shut until ductbr’s aid caa be obtained,

 For chemicals splashed in eyes, flush immediately with

- plain water and continue for 156 minutes. Do not use drops
or ointments. Call physician or poison control center.

« If eye perforated by missile or sharp object, do not apply
pressure to lids and avoid straining, Consult ophtial-
mologist immediately.

* If eye received blunt trauma, consnlt physman if in doubt,
especially if there is blurring or double vision, flashing

lights or tloating specks.

NOSEBLEEDS

_In sitting position, squeeze outside of nostrils between
thumb and index finger for five to ten minutes. If bleeding
p@i‘éiété—, call your ph?éibiﬁ.ﬁ.

FAINTING

_ Keep in flat position. Loosen eiotiimg around neck: Turn
nothmg to swallow Obtain medxcal aid:
HEAD INJURIES

Complete reat. Consult physician. Obtain add.ltlonal consul-

tation if:

» There is a loss of consciousness at any time thereafter.

* You are unable to arouse the child from sleep. (You may

. allow the child to sleep after the injury but check frequently

to see whether the child can be aroused. Check at least

every one to two hours du:“ug the day, and two to three

times durmg the night.)

* There is persistent vomiting.

. .’2 3 g
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s Inability to move a limb. B

¢ Oozing of blood or watery fluid from the ears or nose.

¢ Persistent headache lasting over one hoiir. The headache
will be severe enough to interfere with activity and normal
sleep. . ) L

¢ Persistent dizziness for one hour after the injury.

* Unequal pupils. o ) ] o

» Pale color that does not retiirii to riormal in a short time.

CONVULSIONS

Seek medical advice. Lay on side with head lower than

hips. Put nothing in mouth. Sponge with cool water if fever

present.

_If an infant under one year of age [TN L ~
chokes and is unable to breathe he is | T™ANN\_&
placed face down over the rescuers arm Iy |
with head lower than the trunk. The res- =/ »
cuer rests his forearm on his thigh. Four | A <
measured_blows are rapidly delivered O 74

't

infant’s shoulder blades. (A) If breathing
is not started, the infant is rolled over
are performed as for CPR (gee below).
_A choking child over one year of age
should be placed on his back with the
rescuer kneelicg next to him and placing
the heel of one hand on the child’s abdo-
men in the midline between umbilicus
and rib cage. A series of six to ten ab-
dominal thrusts—Heimlich maneuver—
(rapid inward and upward thrusts) |
should be applied until the foreign body L& J7 =(\\1_
is expelled. (B) The older, larger child can be treated in a

the thrusts. (C)

r :240
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_ If breathing is not started, open mouth with thumb over
tongue and fingers wrapped around lower jaw. If a foreign
body is seen it may be removed with a finger sweep.
Rapid transport to a medical facility is urgent if these
emergency first aid measures fail.

CARDIOPULMONARY RESUSCITATION

To be used in situations such as drownings, electric shock;

and smoke inhalation. Technique of pulmonary support

* Clear the throat (ree section on choking) and wipe out any
fluid, vomitus, mucous, or foreign body.

e Place victim on back. o

» Straighten neck (uniess neck injuty suspected) and lift j 3aw

* Blow gently into infant’s nose and mouth and into larger
child’s mouth with nostrils piinched closed.

e Breathe at 29 breaths/min for infants and 15 breaths/zain
for children, using only enough air to move chest up and
down.

Technique of cardiac support (if no pulse or heart beat)_

* Place victim on firm surface.

 In the infant, using three fingers de-
press breastbone ¥%-1" at level of nip-
ples. Compress at 100 times/minute.

e In the child, depress lower % of
breastbone with finger or heel of hand at 80 f-ompresslonsl
minute. There should be five compressions to one respira-
tion.

* Learn and practice CPR.

Ameﬁcan Academy of Pediatrics

Committee on Accident and Poison Preventicu

©1986 -
292417
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Injury Report Form
Name of Child Birth Date
Parent Name
Address Phone Number
Usual Source of Health Care
Date of Injury Time Age Sex
Type of Injury (circle) Bite, Broken Bone, Bruise, Burn, Chok-
ing, Cut, Eye Injury, Foreign Body, Head Injury, Poisoning,
Scrape, Sliver, Sprain, Sting, Other
Location Where Injury Ocerred S
e.g., child care room, bathroom, hall, playgrourd, large
muscle room, bus, car, walk
Type of Equipment Involved
How Injury Happened (who, what, where, how, when)

Type of Treatment Required —
e.g., first aid only in day care, visit to doctor’s office or
clinic, emergency room, hospitalized/sutures, cast, bandage,
medication given

Witnesses of Injury Incident

Signatures of Witnesses

Name of Medical Professional Consulted
Date Time Advice

Retrospectively, what would have prevented this injury?




Planning And Evaluation Form For Training In Day Care

AGENDA | BEHAVIORAL | oo [ [ - | MATERIALS, | -
ITEM OBJECTIVES | CONCEPTS | METHODS | TiME | gATls: | EVALUATION

Prepared by Susan S. Aronson, M.D.
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APPENDIX VII.2

Medical Terms For The Child Day Care
Professional

1. Antibody: Antibodies are substances produced in the body

m response to a spemﬁc antlgen Fntlbodles helpg;gtﬁect
2. Antigen: A substance foreign to the body (usually a pro-
tem, sometlmes a carbohydrate) that causes the produc-

can cause strep throat (group A beta hemolytic strep-

_ tococel).

4. Bacteria: Organisms with a cell wall. These orgamsms
are much larger than viruses and can usually be effce-
tively treated with antibiotics.

. Bacteriostatic: A substance which mhlblts growth of bac-
teria.

6. Bilirubin: A sul. ‘ance which is made in the liver. This
substance increas<s in liver disease siich as hepatitis and
can caise yellowmg of the skin or eyes (yellowing of

_ parts of the body is called ‘jaundl ’)

[+, ]

8. Cellulitis: A spreadlng infection involving the skin and
area below the skit. This infection usiially resiilts from
infection by specific bacteria (e.g., Streptococcus,

~ Staphylococcus, and Haemophilus znﬂuenzae)

9. Chart' A recer’d of mformatlon m text or tables For

B placed on the patient’s chart.
10. Chzckenpox A highly infectious disease caused by the
virus Va.ncella-zoster The mcubatlon penod aﬁ:er expo-

fever, muscle aches, and a rash. The rash appears usually

as small blisters (vesicles). Children can spread disease
1 to 2 days before the rash appears and 5 to 6 days after
the first blisters appear.

T 244
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. Carrier: A child who is infected with a specific organism

but has no symptoms of disease. For example, some chil-

dren may be asymptomatic carriers of the organism

Haemophilus influenzae or Streptococcus pyogenes (which
causes “strep” throat). _

- Communicable period: The peno& of time when a child

is capable of spreadmg infection to another child. In

chickenpox; this pericd is 1 to 2 days before the onset of

rash and 5 to 6 days after the first group of blisters has

appeared. A list of the communicable periods for common

diseases of childhood is given at the end of this glossary:

. Conjinctivitis: Inflammation of the delicate tissue which

lines the eyelids and covers the eyeball.

. Coryza: Discharge from the nose (runny nose): Occurs

with the common cold:

- Croup: Spasm of the air passage causing noisy and some-

times difficult breathing. Croup can be caused by a
number of different bacteria and viruses.

. Defervescence: Decline in fever.
. Diarrhea: An increase in amount and. change in quah’*y

(too loose or watery) of stool. The followmg organisms

can cause diarrhea: rotavirus, Norwalk virus, Salmonella,

Giardia, Shigella, Campylobacter, Clostridium difficile, E-
coli.

. Dyspnea: Difficulty in breathmg or shortness of breath:

For exmple, a dyspnea may occur in a child with

caused by a number of viruses mc]udmg those that cause
mumps, measles; and chickenpox.

. Engtottzs This is the tissue lid that covers the opening

to the air passage when food is being swallowed: ‘When
this organ becomes swollen and inflamed (called epiglot-
tltls) 1t can mterf ere with breathmg

dlsﬂase-producmg agents are located on fom:tgg @éi:jhé
fomites can serve as a means for spreading those agents.
Erythema: Redness of the skin. Often used as an adjec-

tive, for example, an erythematous lesion:

. Giardia: Giardia lamblia is the name of aprotozoan that

can cause infections with diarrhea in children in day
care settings. It can cause diarrhea; anorexia (lack of
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cause meningitis, celluhtll, pneumonia; otitis me&:a,

_ epiglottitis; or copjunctivitis. S
. Hepatitis: This term refers to inflammation of the liver.

There are three common types of ﬁéij&htlé’ type A, type
B; and non-A, non-B. Hepat:txs type A is transmitted by .
the fecal-oral route and is often asymptomatic in chil-
dren. It has been documented as a frequent cause of

hepatxhs in day care (see #32 in this glossary) Hepatltrs

algmﬁcant problems in day care:

. Host: A person or animal that supports an infectious

. Icterus: Another word for Jatmdxce, a yellowmg of the

skin tissue or the whites of the eyes. For example; a

. physician may say a child has “icteric” eyes:
. Immunity: This term refers to the protection from or re-

sistance to infection that a person may acquire. A child
acquires iramunity to measles, muzaps, rubella; and per-
tussis after immunization: Newhorn children initially
have the came immune status as their mothers. This
usually wanes durmg the first six months of life:

. Immunization: This is the process of giving active im-

mumty to children (i.e;; baby shots). The immunizing
agent is usually an mactwate& or killed agent; or may
be an attenuated live organism such as measles or polio
vaccine. The currently recommended schedule for active
immunization of healthy infants and children is listed
below:

Recommended Age Immunization

2 months DTP, OPV

4 months DTP, OPV

6 months DTP (OPV optional)
15 months MMR _ .

18 months DTP;, OPV

2 years HBPV __

4-6 years DTP; OPV

14-16 years o Td
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Symbols:
DTP (diphtheria and tetanus toxoids with pertussis vac-
81!;3 (oral, attenuated poliovirus vaccine types 1, 2, and
g’iMR (measles, mumps, and rubella vaccine)

HBPV (Haemophilus b polysaccharide vaccine)

Td (adult tetanus toxoid [full dose] and diphtheria toxoid

 [reduced dose] in combination)
32. G’amma gIobulm or zmmunogtobulm This is an antlbody

health officials may,wxsh to gwe doses of 1mmunoglobulm,
to children in a given day care center when cases of
__ hepatitis appear.
33. Impetigo: Skin infection usually caused by the streptococ-
cal bactena The lesmns ﬁ'om th18 mféctlon have several

petluo, probably by direct contact. The incubation penod
. of inipetigo is fiot krown,
34. Incidence rate: Refers to the number of cases of a disease
_ over a defined period of time.
35. Infection: When an infectious agent multiplies in or on
~ the body.
36. Inﬂuenza This is an acute v1ral dlsease of the resplratory

muscle aches, and sore throat. Man is the reservoir and
other patients can be infected by airborne spread of con-
taminated droplets. The incubation period is short, usu-
ally 24 to 72 hours. A person may spread the disease up
to 3 days from the cnset. This disease is different from
that caused by the organism Haemophilus influenzae,

 which is a bacterium.

37. Mortality rate: This term refers to the number of deaths
due to a disease caused by an organism, divided by the

 number of persons infected.

38. Meningococcus: A bacterial organism with the name

 Neisseria meningitidis. It can cause menmgltls .

89. Meninges: These are the tissues covering the brain. When
they become infected and inflamed, the condition is called

meningitis. -
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40.

41.

42.

43.

(IS

[A]

[} 0

Otitis media: Inflammation of the middle part of the ear.
A very comifioni infection. The organisims responsible for
inifection inclide Strepfococcus preumoniage . and
Hademophilus influenzae. @ == o
Pediculosis: Another word for lice. Mode of transmission
is through direct contact with an infected person and
indirectly by contact with his/lier personal belongings.
The inciibation period is usually about 2 weeks.
Prevalence: This is the number of cases of a given disease
in a population at risk during a given time period. For
examiple, you may hear that the prevalence of
asymntomatic Giardia in a day cadre center classroom oil
any given day might be 30 percent.

. Surveillance: Systematic notation and evaluation of oc-

currence of disease. For excinple, state health depart-
ments may wish to do active surveillance for specific
diseoses, such as Gigrdia or Haemophilus influenzae in
laboratories, day care cen'ers, physicians and other day
care health professionals to determine if disease is occur-
ring. Passive surveillance is when one depends on volur-
teer reporting by health care personpel.

Disease Jommunicable Period Period of Incubation

. Conjunctivitis  <iuring the period of 24-72 hours

symptoms

. Hand, foot&  acute stage of iliness 3-5 days

mouth disease

. Ringwormof  when lesions are present ~ 10-14 days

the scalp

. Acute diarthea Depends on the actual Depends on the

organism. For bacterial organism: For
organisms; it may be for Salmonalla it can
several weeks. For common be from 6-72
viral infections like hours.

Norwalk or rotavirus; it
may be only a few days
after onset of diarrhea.

. Diphtheria approximately 2-4 weeks ~ 2-5daus

. Enterobiasis  aslong as eggs are 4-6 weeks

{Pinworms) present in the stool
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. Glardlasis as long as the person Is
infected )

. Hepatitls; untiithe end of the 15-50days

tipe A incubation period; not {usually around

usually after the onset 30 days)
of jaundice

9. Measles just before appearance 10-14 days

of rash to 4 days after

appearance of rash

fo ] NI

10. Rubella from one week before to 14-21 days
(German 4 days after appearance

measles) of rash _ o

11. Erythema unknown 6-14 days

__ (Fifth disease) S o

12. Salmoneliosis throughout the course 6-72 hours

o ofinfecion e

13. Scabies until mites and eggs are 2-6 weeks In
destroyed (usually after persons not .
1-2 courses of therapy) previously exposed

14. Impetigo (due  as long as purulentlesions  unknown

to staphylo- or the carrier state exists
__ coceus) : o o
15. Whooping in untreated patients, approximately

cough from the onset of para- 7-10 days

ysmal cough for 3 weeks

Adapted from: S
MEDICAL. TERMS FOR THE CHILD DAY CARE PROFESSIONAL
AND CHILD DAY CARE TERMS FOR THE HEALTH PROFES-
SIONAL _ o
Minnesota Department of Health
June; 1984
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APPENDIX VIl

Additional Reading For The Health
Consultant

. Fein GG, Clarke-Stewart A: Day Care in Context, A Wiley

Interscience Publication. New York, John Wiley and
Sons, 1972

. Ruopp R, O'Farrell B, Warner D, Rowe M, Freedman R:

A Day Care Guide for Admzmstrutors, Tbachers, and Par-

ents. Cambridge, MA, The MIT Press, 1973
Provence S, Naylor A, Patterson J: The Challenge of Day-
care. New Haven, Yale Umverslty Press, 1977

Care Workers. Boston, Houghton -Mifflin Co, 1976

. Robinson M, et al: Who Will Mind the Babies? National

Center of Clinical Irifant Programs (NCCIP), Washington,
DC, 1984

. Galensky E, Hooks W: The New Extended Family: Day

Care that Works Boston, Houghton-Mifflin, 1977 s
Ruopp R, Travers J, Glantz F, Coelon C: Children at the
Center, in Nancy I, (ed): A Report of the National Day
Care Study prepared by Abt Assoc, Inc, Cambridge, MA
for Dept. of Heslth, Education, and Welfare, Washington,
DC, 1979

. The Appropriateness of the Federal Interagency Day Care

Requzrements Report of Fiiidmgs and ‘Recommendations.

ation, US Dept. of Health, Educatlon, and Welfare,
Washington, DC, 1978

. Wllhams KA Chlidhood Emergency Sourcebook Avall-

St., Holyoke, MA 01040

Osterholm MT, Klein JO, Aronson SS, Pickering LK
(Guest eds): Infectious Diseases in Child Day Care: Man-
agement and Preventlon Rev Infect Dis 1986;8:513-679
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Index

Abuse. See child abiise
Accident
Emergency procedures 96-91
Notification of parent 90-91
Sample report form 220
Activity schedule 1416
Acute herpatic gingivo-stomatitis 70
Admissjon; development of criteria for 110
Adiilt/child ratio 13
Adult-tetanus toxoid and diphtheria toxoid (Td) 166-187, 224-225
Advisory Committee 119 S
AFDC (Aid to Families with Dependent Children) 125, 132
AIDS (Acquired Immune Deficiency Syndrome) 70; 71
Aid to Families with Dependent Children. See AFDC

Alcohol; abuse by parent 52-53 o
Amencan Society for Testing and Materials 81
Anoxia 33
Antibody 222
Antigen 222
Art supplies 82
List of unsafe 209 o
Asymptomatic carrier 222

Bactena 58 68 69 222
Bathroom safety checkllst 202-203
Behavior code 27-28
Bilirubin 222
Bites
Animal 212
Insect 212 o
Marine animals 212-213
Snake 211-212
Tick 212
Bottle feeding 24-26
Breast milk 26
Collecting and stonng mllk procedure 149-152
_ Questions about expressing milk 150-152
Bronchitis 69; 222
Bruch; Hilde 3
Bruises 213
Buckley Amendment 22

Burns 80-81, 214-215

Bus; school 86-87



230 Index
Campylobacter 228
Cardiopulmonary resuscitation. See CPR
Car pools 85
Carrier, asymptomatic 223
Cellulitis 222, 224 _
Centers for Disease Control (CDC) 59 182-183
Chapin; Harry Dwight 1-3
Checklists -
Child care questxoma and answers 177-178
Criteria for saectlon of care centers 168-176
Evaluating facilities 161-163
Medication 143
For parents regarding child’s needs 154-160
Site safety 193-203 _
Type of care centers 164-167
Chicken pox 58, 71, 222; 223
Child abuse. See also child neglect
Alcohol or chemical abuse 52-53
Chargcteristics of abusive adult : family members 181

Day care as method of prevention 53-56
Investlgahon of 49-53

Legislation 118

Occurrence 42-44

Physical 43; 44; 50

Prevention of 46-48

Reporting of 48-49

Sexual 43-44, 45, 50-51

Staff training 99 2

‘Summary of clues to 179-180

Child Care Food Program 126

Child Development Associate Consortium 93
Child Health Appraisal Form 19

‘Sample of 134-135
Child neglect 41, 50-52

Staff training 99
_ Symptoms 51-52 _
Child Protective Agency 166
Child safety seats 83-84

Chokmg

In mﬁint 218

In older child 218
Preventive methods 25
In toddler 218



C!oj{rldgum difficile 223
Committee on Early Childhood, Adoption, and Dependent
_ Care 121-124 =
Cbmmttee on Infectlous Diseases of the American Academy of
Pediatrics 60
Communicable period 223
Conjunctivitis 69, 223; 224
Communicable and incubation period 226
Consent for Staff Access to Medical Records Form 22
Sample form 148 @~
Conaultant See Health consultant
Contagious diseases
Exclusionr policy 66-67
Health form listing 21

Convulsions 217

Cooperative day care program 131
Coryza 223
CPR (Cardiopulmonary resuscxtatlon) 218219
Croup 223
Crowding, in physical setting 13-14; 60-61
Cytomegalovirus (CMV) 70
Day care center
Activity schedule 14-15
Behavior code 27-28
Checklist for parents 154-160
Child abuse 41-66
Child_health forms 134-739
Childhood immunization schedule 186-187
Cooperative program 131
Criteria for good, list of 9
Definition of 125-126
Early history of 1-4 __ _
Facility regulations 60-62
Financial assistance for 7
Health policy 118-119
Health records 19-23
Health self-care 16
Infectious diseases, prevention and control 58-72
Injury; prevention and control 74-89
Medication forms 143-145
Need for 5-7
Night program 131

Parent support 28-30 . —
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Physical setting 13-14
Physician’s role in selection 8-9
Regulations 116-118
Rest period, importance of 15-16
Role of pediatrician 121-123
School-aged children; activities for 16-17
Site safety checklists 193-203
Sliding scale 131
Special needs child 32-40
Staff health appraisal 146-147
Terminology for 126-132
_ Warning signals for possible problems 166-167
Defervescence 223 _ .
Department of Social Services 165-166
Diapering area 63
Diarrhea 223, 226
Diet 26-27
In health records 20 __
Nutritional portions 153
_Special 26-27
Diphtheria 71
Childhood immunization schedule 186-187 224
Communicable and incubation period 226

Staff immunization records 182

Diphtheria-tetanus-pertussis vaccine. See DPT
Director, day care 127
And health consultant 106-107
Disabled child 32-39; 127
Integrated with nondisabled children 33-34
Staff training about 99
Support of family 36-38
Disaster planning 89-90
Discipline 27-28
Disease. See Infectious disease
Down Syndrome 32
DPT (Diphtheria-tetanus-pertussis) vaccine 186-187, 224.225
Dressing 16
Drop-off and pick-up areas 84-85
Drugs, abuse by parent 52-63
Dye, HB. 4

Dyspnea 223

Educatlonal background of staff members 93
Education for All Handicapped Children Act 32

Education programs, prevention of sexual abuse 54-56
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Index 233

Electrical equipment

Injury prevention 81
Emergency procedure
Disaster planning 89-90
Evacuation 89-90
Fire safety 89-90
Individual 90-91
Notification of parent 90-91
Poisonings 211-213
Emesis 223
Employee
Health form reeords 21-22
~ Sample appraisal form 146-147
Encephahtis 228 _
Entenc mfectlon 68

Environmental Eafety
Gross motor play 76-77
High-risix areas 78-82 __
Playground equipment 75-78
Environment, etudies on effect of 2-3
Epiglottitis 223; 224
Erythema 223
Escherichia coli 228
Evacuation 89-90
Every Ride a Safe Ride Program 83-84
Eye injury 216

Famtmg 217

Falling, playground equipment 76
Family Child Care Home 128; 164
Family Rights and Privacy Act of 1974 22

FDA Food Service Sanitation Manual 63

Federal funding; Title XX 128-129; 181 .
Federal Interagency Day Care Requirements (FIDCR) 128-129

Bottle feeding 24
Food storage 24
Nutritional portions 153
- flgegial needs 25
FIDCR (Federal Interagency Day Care Requirements) 128-129
Financial assistance 7; 167
Fire, emergency plans 89-90 —
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First aid 90 _
Instructions for day care programs 210-219
Floor; ‘injury prevention 80

Floor space; requirement in physical setting 14
Fomite 223

Food preparation area 63-65

Food storage 24

_ Site safety checklist 198-200

Formula; infant 65

Fractui - 2156

Frank Porter Graham Development Center 4

Gamma globulm 225

Garbage, storage and removal 62

Gender identification 17-18

German measles (rubella) _ _ = __ ___
Childhood immunization schedule 186-187
Communicable and incubation period 227
Staff immunization records 182-183

G;ard;a lamblia 223-224

Giardiagis 68, 224-226, 227

Gross motor play
Injuries related to 76
_Planning of 77 =

Guidelines for Health Supervxsmn 19

Sample form 184-185

Gung; safety regulations 88-89

Haeniophilus b polysaccharide vaccine (HBPV) 71, 186-187, 224-225
Haemophilug influenzae 222-226
Haemophilus inf aenzae type b 69; 71

Childhood immunization schedule 186-187
_ Vaccine for 71
Hair infection 69
Hallway safety checklist 196-197 .
Handicapped children 6; 32-39. See also disabled child
Hand washing, importance of 58-60
HBPV (Haemophilus b polysaccharide vaccine) 186-187, 224-225
Head injury 217
Head Start 4; 84, 116, 127
Health assessment form 138-139
Health care

Pohcle& 118-119

As a scheduled activity 16

Health consultant 105-113
Defining day care program 105




Developing health policies 109-111

Handling illness, émergencxes, and safety 109-110
Health education 113

Mental health resources 112

Preliminary stepq 1976-717077
I-Fealth education 113
Health policies, staff trammg 97

Health professional, as consultant 104-106
Health program; planning and implementation 108-109
Headlth records

Child’s record 19-20

Ccnfidentiality of 22

Medication and diet 20 __ .

Sample child health form 134-137 _

Samaple health assessment form 138-139

Sample staff appraisal fo .5 146-147

Staff access consent form 148

For staﬁ' substitutes, and volunteers 21-22

Methods of 99-101
On-the-job 100

Physical environment for 101
Professionals as trainers 102
Scheduling time for 95

For staff 93-102

Topics to cover 96-99

Hearing; nmpalrment 38-39
Heating equipment; injury prevention 80-81
Heimlich maneuver 218

Hepatitis type A 58, 68, 70, 224

__Communicable and incubation peried 227
Hepatitis type B 70, 224 _
Herpes simplex type 1 virus 70
Herpes simplex type 2 virus 70
Host; of infection 224
Houseplants _
List of poisonious 208

List of safs 205
Icte"us a24

liness, chronic 39-40
Illness policy 65-66 }
Establishing policy 109-111

Letter to parents, guidelines 159

N ‘."4.2‘_ 5
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Staff training 97-98
Immunity 224
Immunization
For child 60 _. .
Health form hatliig 21
For personnel 59
Recommendations for caregivers in centers 182-183
Recommended schedule 185, 186-187, 224-225
Iiiiiiiiiﬂiiglb}iiihii 225
Impetigo 69, 226
~ Communicable and incubation period 227
Qﬂl’ectmg’f ing and storing breast milk procedure 149-1562
Developing health policies for 111-112
Feeding 23-26
Formula 65 _
Mortality 1.2 -~
lnfectlous disease 58-73, 226
Control 67-72
Exclusion policy 66-67
Facility standards 60-62
Food preparation area 63
Garbage 62
Hand washing 59 _
Ilness policy 65-66
Letter to parents, gmdehnes 188
Management of an outbreak 71-72
Personnel 58_
Prevention 5%7 ]
Preveiitable by vaccmatxon 71

Sanitation me=thods 60-65
Sick child care 65-72 __
Spread by body fluids 6971
Spread by direct contact 69
Spread by fecal-oral route 68-69
Spread by respiratory route 69
Staff training about 98
Influenza 225
Injuries 74-92
Burns 80-81; 214-215
Choking 218
CPR 218219
Disaster planning 89-90
Emergency procedures 89-91 _
First aid instructions 90, 210-219

Guns 88-89
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Index 237
Head lmury 217
High-risk_areas of facility 78-82
-Individual 90-91
Playground 74-78
Poisonings 206-213 o
Prevention and control 74-89

Reporting 91

Sample report form 220

Transportation safety 82-87 _ __
Iryur:y Control for Children and Youth 75
Injury Report Form 220
Inservice training 95-96
Investigation, child abuse 49-53
Ipecac syrup 210
IQ, of institutionalized ci:ildren 2-3

Kitchen sui‘ei:y checklist 198-200
Latch-key program 130
Laws

Child cafety seats 83-84

Seat belts 83-87 ,
Legal issues; confidentiality of health records 22
Lesson plans 100
Lice 58, 69, 226
Licensed facility 164
Licensing 130_
Agericy staff members 118
Capacity 130
And child abuse prevention 55-56
Day care regulations 116-119
Requirements for 165
As staff training method 99-100

Life Safety €Code of the National Fire Protection Association 7
Masturbatxon 18
Maternal deorivation 3
Mead; Margaret 8 =
Meal management 24-26
_ Nutritional portions 163
Measles 71; 223 e
Childhood immunization schedule 186-187
Communicable and incubation period 227
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__Staff immunization records 182-188
Measles; rubella, mumps vaccine (MMR) 186-187, 224-225
Medical evaluation

For child 60, 134-139, 184-186

_For personnel 58-569; 146-147
Midmal records. See Health records
Medical termmolbgy, for day care professional 222-227
Medication ,

In bealth records 20

_Policy 140-145
Medication Administration Record, sample form 145

Medication Checklist 20

Sample form 144-145
Meninges 225
Meningitis 224 225
Meningococeus ,5,8f,6,9,,225
Mental health services

Consultation resources 112
__Staff training 97 _

Mental retardation 2

Milk; breast, collecting and storing 149-162 ___ . __ __
MMR {Measles; rubellc; and mumps) vaccine 186-187 224-225
Montessori philosophy 130
Mortality, infant 1-2
Mortality rate 226
Mothers
Maternal deprivation 3
Teenage 54
Mumps_71; 223 }
Chxldhood immunization record 186-187
Staff immunization record 182-183

Mycopiasrrm preumoniae 226

National Electronic In]ury Surveillance System (NEISS) 74

National Fire Protection Association Life Safety Code 90
National Highway Traffic Safety Administration 83; 87
National Safety Council 74

National School Lunch Act 126

Neglect: See Child neglect

Neisseria meningitidis 225

Neuromotor abnormality 39

Night care program 131

Nonlicensed care center 164




Index

NON-WIN rrogram 132
Norwalk vir.is 223, 226
Nosebleeds 217 .
Notification procedure; for emergency situations 96-91
Nutrition
Diet 26-27
Feeding 23-24

Food storage 24

Meal planning 153

Staff training 97
Occupational Safety and Health Administration. See OSHA
On-the-job training 100
Oral polio vaccine (OPV) 186-187, 224-225

Orphanage 2

OSHA (Occupaj;mnal Safety and Health Administration) 76 79
Consultants 79
_State service directory listing 204-205

Otitis media 224, 226

Outdoor play areas 77-78_
Safety checklist 200-202

Paint; lead content 81-82
Parent
Checklist on day care 154-163
Single-family 7
Support 28-30 _ _
Parent Guide to Day Care, A 154
Passenger safety 82-87
Booster or child seat 84
Child safety seats 83-84 _
Drop-off and pick-up areas 84-85
__Teaching to child 87
Pediatrician
Role in day cere selection process 121-123
__Role in suspected child abuse 50
Pediculosis 226
Personnei
Health appra sal form 146-147
Health records for 21-22
Preventive methuds against infertivn G860

Responsibilities of 21-13
Selection of 12-13 I

Pertussxs (whogzinz cough) 71, 1‘*6--97
Communicalls £ad incubation poriod 227

261

239



240 Index
Physical abuse _ __

Investigation of 50

Occurrence 43

Prevention 46-48

_Recognition of 44-45
Physical contact, as expression of affectior 18
Physical examination

For child 19-20

Sample health form 134-139 == _ _
Physlclan, role in day care selection 8-9
Pinworms 68, 226
Flant poisoning 81 .

How to avoid 206-208

List of poisonous 207

_8afe houseplants 208
Playground __

Injuries 74-78

Outdoor safety checklist 200-202
_ Surfacing material 77
Pneumonia 223-224
Poisoning

Bites and stings 211-212

Eye 211

Fumes and gases 210-2;1

Plant 206-208

Skin211

Swallowed, emergency procedure for 210
Pollomyehtm 568, 71

Childhood immunization schedule 186-187

taff immunization records 182

Préééott E. 14
Program Medication Admlmstratlon Polxcy Form 20 140-145

Puncture wounds or cuts 213-214

Report of thc Committee on Infectious Diseases 68; T1
Respiratory disease 69

Rest; scheduling adequate 15—16

Retardation 2

Ringworm 69, 226

Rotavirus 223, 226

Rubella (German measles) 71
Childhood immunization schedule 186-187
Communicable and incubation period 227
Staff immunization records 182-183

Rutter, M: 3



Bathroom and laundry room 202-203
Hallways and stairs 196-197
Kitchen and storage area 198-200
In physical setting 13-14
Room and unit checklist 193-196
Site checklists 75; 193-203
Source material 190-192
_ Staff training 98-99
Safety inspections 75; 79
Heating equipment 81
_ Site checklist 193-203
Salmonellosis 68, 223 o
_. Communicable and incubation period 227
Sanitation procedure
Diapering area 63

Of facility 61-62
__ Food preparation area 63-65
Scabies 69
Communicable and incubation period 227
School-aged child, activities for 16-17
Seat belts 83-87
Sexual abuse 41 .
Educational programs about 54-55
Evaluation 51 _
Investigation of 49-51
Occurrence 43-44
Prevention 46-48
__ Recognition of 45-56 o
Sexuality, developing attitudes towards 17-18
Shigellosis 68, 223
Sick child care o
Exclusion policy of 66-67
Iliness policy 65-66
- Programs for67
SIDS (Sudden Infant Death Syndrome) 44-45
-, Sight impairment 38-39
Single-parent family 7
Site Safety Checklist 193-203
Skeels; HM: 2-4
Skeletal abnormality 39
Skin wounds
Bruises 213 o
Contact with poisonous substances 211
e 283
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242 [Index
Cuts 218
Infections 69 _
Puncture wi ounds 214

Scrapes 213
Stivers 214
Sleep, scheduling adequate 15-16
Sliding scale, of payment 131
Slivers 214
Sneke bites 211-212 __
Social Security Act 132
Souirce material, child health and safety 190-192
pr;g 3
Sprain 215
Staﬁ' Health Appraxsal Form 21
‘Sample form 146-147
Staff Training Evaluation Form 221
Stairways _
Hlumination 79
Safety checklist 196-197
Safecy precnutlons 79-80

Staphylococeus 58; 222; 227
Stings

Insect 213

Poisonous marine animals 213-214
“Strep” throat 223 = =
Streptococcus 68, 222, 223, 225
Streptococcus pneunioniae 226
Streptococcus pyogenes 223 o
Sudden Infant Death Syndrome (SIDS) 44-45
Sunburn 215
Surfacing material for playgrounds 77

Swimming, as an activity 88

Tax Reduction and Simplification Act of 1977 132
Tax Reform Act of 1976 132
Td (Adult tetanus toxc:ii-diphtheria toxoid) 186-187; 224, 225
Teacher 127-128
Assistant 128
Health form 21-22 146-147

Teenage mothers 54 = _
Teeth; knocked out or broken 218
Temperature, optimal requirements in physical setting 14
Tetanus
Childhood immunization schedule 186-187

__Staff immunization records 182
Thousand Cranes School 34
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Index 243

Title IVC 132
Title XX. See Title XX Social Services Block Graiit

Title XX Social Services Block Grant 117, 128-129; 132
Toilet areas 62

Transportation
Child safety seats 83-84

Laws 83 85

Parent education 84

Passenger safety 82-87

Pedestrian safety 87-88

Safety riules 85-86

As service of center 86-87
Tuberculin test

For child 185 __
_ H.alth form listing fo- stax 21; 58
Tuberculosis 68, 186

Undernutntlon* chxld neglect 51-52 _
Service 126
U.S. Consumer Product Safety Commission 757

Vaccine. Sée _:nmumzatlon
Varicella: See Chicken pox
Virus 69-71; 223, 225, 226
Vclunteers, healih form records 21

When I Ride in a Car (Chlad) 87
Whooping cough (pertussis) 186-187

Communicable and incubation period 227
WIN QYork Incentjve Progrum) 132

Window, injury preventmn 80
Women

Igiwork force 5-7

Work Incentive Program (WIN) 132
World Health Organization 3
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